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I.     INTRODUCTION  AND  SCOPE  OF  THE  REPORT 


The  National  Long  Term  Care  Demonstration  was  established  by  the 
U.S.  Department  of  Health  and  Human  Services  to  evaluate  community-based 
approaches  to  long  term  care  for  the  elderly.    Specifically,  the  channeling 
demonstration  is  testing  two  models  of  organizing  community  care  as 
alternatives  to  the  current  institutionally  oriented  system.    Both  offer  a 
central  point  of  Intake  for  individuals  in  need,  systematic  assessment  of 
their  needs,  and  ongoing  case  management  to  arrange  and  monitor  the 
provision  of  services.    One  is  designed  to  manage  services  currently 
available  to  clients,  the  other  to  expand  the  range  of  publicly  financed 
services,  informal  caregivers,  and  add  cost  control  features.  Through 
contracts  with  the  participating  states,  local  agencies  in  ten  communities 
around  the  country  were  selected  to  implement  the  demonstration.  The 
demonstration  is  designed  to  determine  the  impact  of  these  approaches  on 
costs,  utilization  of  services,  informal  caregivers,  and  client  well-being; 
the  feasibility  of  implementing  future  programs  like  channeling;  and  its 
cos  t-ef  f e  ct  ivenes  s . 

This  report  describes  the  structure  and  intent  of  the 
demonstration,  the  characteristics  of  the* ten  channeling  projects,  the 
client  and  system  level  activities  of  the  projects,  the  environments  in 
which  they  operate,  and  the  factors  that  have  influenced  the  implementation 
and  early  operations  of  channeling.     It  thus  represents  both  a  status 
report  on  the  demonstration  in  its  first  year  of  operation,  and  a  first 
step  toward  the  full  evaluation  of  channeling's  impact  and  cost- 
effectiveness. 
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A.     EVALUATION  DESIGN  AND  DOCUMENTATION 

A  randomized  experimental  design  is  being  used  to  compare  what 
happens  under  the  demonstration  with  what  would  have  happened  in  its 
absence.    Applicants  are  screened  to  determine  their  eligibility  for  the 
demonstration,  based  on  a  set  of  standard  criteria  including  functional 
impairment  and  unmet  needs.    Those  determined  eligible  are  randomly 
assigned  to  either  a  treatment  or  control  group.    This  will  permit  a  direct 
comparison  of  the  impact  of  the  demonstration  on  persons  assigned  to 
channeling  with  the  experiences  of  the  control  group  members,  who  receive 
services  through  the  conventional  delivery  system.    Data  for  these  impact 
analyses  are  being  collected  for  a  sample  of  approximately  4,900 
individuals  who  will  be  followed  for  12  to  18  months  after  entry. 
Comprehensive  initial  and  follow-up  interviews  are  being  conducted  to 
gather  data  about  their  health,  well-being,  use  of  formal  and  informal 
services  and  expenditures  for  services.    Additional  information  on  costs 
and  use  of  formal  services  is  being  obtained  from  medicare  and  medicaid 
records  and  service  provider  records,  and  additional  information  about  care 
provided  by  family,  friends  and  other  informal  caregivers  is  being 
collected  through  interviews  with  those  individuals*    Table  1.1  summarizes 
the  principal  research  components,  policy  questions,  and  data  sources  for 
the  evaluation. 

Evaluating  the  effectiveness  and  feasibility  of  channeling  as  a 
means  of  organizing  the  delivery  of  long  term  care  also  requires  an 
understanding  of  how  the  channeling  concept  is  actually  implemented,  and 
the  processes  and  relationships  through  which  it  functions.    For. that 
reason,  the  evaluation  also  includes  documentation  of  the  implementation  of 
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TABLE  1.1 

EVALUATION  OF  THE  NATIONAL  LONG  TERM  CARE  CHANNELING  DEMONSTRATION 
PRINCIPAL  ELEMENTS  OF  THE  RESEARCH  DESIGN 


Research  Component 


Policy  Questions 


Primary  Data  Sources 


Utilization  of 
Services 


Does  channeling  reduce  institutionalization 
and  hospitalization  for  clients?    Does  it 
increase  clients'  utilization  of  formal  and 
informal  health  and  social  services  provided 
in  the  community  and  at  home? 


Individual  Interviews 
Provider  Records  Extracts 
Med lea re /Medicaid  Records 
Informal  Caregiver  Interviews 


Costs 


How  does  channeling  affect  the  public  and 
private  costs  of  long  term  care  with  respect 
to  nursing  homes  and  hospitals,  formal 
community-based  services,  housing  and  living 
expenses,  and  cash  transfers? 


Individual  Interviews 
Provider  Records  Extracts 
Medicare/Medicaid  Records 


Individual  Outcomes 


Does  channeling  result  in  greater  longevity, 
reduced  functional  deterioration,  improved 
quality  of  life,  lower  unmet  need,  and 
increased  service  satisfaction  for  clients 
as  compared  to  the  control  group? 


Individual  Interviews 
Death  Records 


Informal  Care 


How  does  channeling  affect  caregivers'  stress 
and  well-being,  satisfaction  with  care, 
employment  and  income,  and  financial  support? 


Individual . Interviews 
Informal  Caregiver  Interviews 


Implementation  and 
Process  Analysis 


How  is  the  project  Implemented  in  each  site? 
What  are  the  characteristics  of  the 
environments  in  which  channeling  is 
implemented?   What  are  the  characteristics  of 
channeling  clients?    What  are  the  costs  of 
channeling?   What  approaches  would  be  most 
effective  for  implementing  future  programs 
like  channeling? 


Process  Interviews 

Research  Instruments  (screen 

and  others  above) 
Project  Cost  and  Client 

Tracking  Reports 
Public  and  Project  Documents 


Cos t -Ef  f ect 1 ven  ess 


Is  channeling  a  cost-effective  long  term  care 
policy  intervention?    Is  it  relatively 
more  cost-effective  for  certain  types  of 
interventions  and  certain  subgroups  of  the 
target  population? 


(Based  on  findings  of  other 
research  components) 
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channeling,  its  relation  to  the  existing  service  delivery  system,  its  costs 
and  its  clientele.    This  implementation  and  process  component  serves  three 
purposes.    First,  it  will  document  the  implementation  and  operation  of 
channeling  in  the  ten  demonstration  sites  so  as  to  provide  a  basis  for 
understanding  the  intervention  that  actually  occurs  and  how  it  differs  from 
the  existing  long  term  care  system.    Second,  it  will  support  interpretation 
of  the  findings  of  the  impact  analyses  by  identifying  underlying  factors 
not  explicit  in  the  quantitative  data,  and  by  verifying  the  integrity  of 
the  experimental  design.    Third,  it  will  provide  a  basis  for  program 
operators  and  pubic  officials  to  make  informed  judgments  about  establishing 
channeling  or  other  case  management  systems.    Because  channeling  is  being 
tested  through  a  demonstration  of  limited  scale  and  duration,  with  a  major 
research  component,  the  process  research  will  also  distinguish  features 
that  may  diverge  from  (or  affect  the  ability  of  the  channeling  projects  to 
simulate)  a  regular  ongoing  program. 

The  documentation  of  channeling's  implementation  proceeds  in  three 
phases.    The  first  phase  documents  historical  and  structural  information — 
how  the  projects  were  designed  and  initially  implemented;  how  channeling  is 
actually  carrying  out  its  core  functions;  and  pertinent  characteristics  of 
its  clientele  and  environment.    The  second  phase  will  concentrate  on  the 
operations  of  channeling  as  a  mature  program  with,  full  caseload.    The  third 
phase  will  focus  on  specific  issues  pertinent  to  interpreting  impacts  and 
making  judgments  about  the  feasibility  of  implementing  programs  like 
channeling  in  the  future. 
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B.     THIS  REPORT 

This  report  is  the  culmination  of  the  first  phase  of  the 
documentation  component  of  the  evaluation.     It  summarizes  and  organizes 
information  from  the  first  round  of  on-site  interviews,  combined  with  as 
much  of  the  ongoing  quantitative  and  other  documentary  information  as  was 
integrated  into  the  files  as  of  February  1983  (minor  revisions 
incorporating  the  comments  for  DHHS  reviewers  were  made  in  July  1983).  The 
resulting  knowledge  of  the  channeling  projects,  their  clientele,  and  early 
implementation  experience,  along  with  the  identification  of  emerging  trends 
and  issues,  will  then  serve  as  the  basis  for  identifying  enhancements  or 
changes  in  the  documentation  areas,  data  sources,  and  analytical  categories 
to  be  used  subsequently. 

This  report  serves  broadly  as  a  status  report  on  the  demonstration, 
covering  the  period  from  design  of  the  demonstration,  through  planning  of 
the  ten  projects,  into  the  first  year  of  operations.    Because  results  of 
the  analysis  of  channeling 's  impacts  on  service  utilization,  costs,  client 
well-being  and  caregivers  are  not  yet  available,  and  because  channeling  is 
still  in  the  early  phase  of  operations,  this  report  focuses  on 
documentation  rather  than  on  interpretation  of  impacts  or  recommendations 
for  the  future.    However,  the  information  collected  and  organized  for  this 
report  does  provide  the  foundation  for  those  ongoing  analyses  by 
documenting  the  channeling  intervention  as  initially  implemented  and  by 
identifying  emerging  trends  and  issues  to  be  examined  by  the  research  as 
the  projects  mature. 

The  research  methodology,  data/ collection  strategy,  and  scheduling 
of  this  report  impose  several  important  limitations  on  the  material 
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presented  and  on  drawing  conclusions  or  generalizing  from  it.    The  first 
set  of  constraints  involves  the  process  research  methodology  itself.  This 
early  report  relies  heavily  on  information  and  perceptions  offered  by  those 
involved  in  some  way  with  the  implementation  of  channeling.     In  order  to 
elicit  their  candid  opinions  and  perspectives,  it  is  essential  to  ensure 
confidentiality.    For  that  reason,  projects  and  sites  are  identified  in  the 
report  only  if  the  information  on  which  a  statement  is  based  is  either 
available  to  the  public  or  documentable  from  multiple  sources,  and  only 
then  if  disclosure  of  the  site  is  not  likely  itself  in  turn  to  disclose  the 
individual  respondent.    Second,  and  more  difficult,  because  this  is  an 
Interim  report  which  involves  early  data  and  will  be  released  while  the 
channeling  projects  have  completed  only  their  first  year  of  operations,  it 
is  important  that  the  information  contained  in  this  report  not  be  used  in  a 
way  that  alters  the  behavior  of  the  projects.    For  that  reason,  we  have 
confined  our  findings  to  the  identification  of  emerging  trends  and  issues, 
rather  than  drawing  conclusions  or  making  recommendations  about  the 
performance  of  individual  projects,  channeling  models,  or  the  demonstration 
as  a  whole. 

Another  set  of  constraints  concerns  the  preliminary  nature  of  the 
information  used.    The  data  sources  for  this  report  cover  varying  periods, 
none  much  more  than  halfway  through  the  projects'  start-up  phase.  The 
qualitative  interview  data  used  here  were  obtained  in  the  third  to  fifth 
month  of  each  project's  operations;  the  various  quantitative  data  cover  the 
first  seven  to  twelve  months  of  projects'  operations,  depending  on  data 
source  and  individual  project  start  dates.    As  discussed  in  the  body  of 
this  report,  features  of  both  the  channeling  projects  and  their  sites  have 
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changed  during  or  since  that  time,  making  generalization  quite  risky. 
Inferences  about  what  should  be  changed  In  the  intervention  or  at  specific 

as  are  not  appropriate,  nor  are  predictions  about  the  likely  effect  of 
early  operations  on  channelings'  ultimate  Impacts,  either  as  a  whole  or  at 
particular  sites.    Further,  several  important  data  sources  which  will  be  of 
use  to  the  final  analysis  are  not  yet  available;  these  include  not  only 
data  on  providers,  clients,  informal  caregivers,  and  channeling  costs,  but 
also  the  results  of  the  quantitative  impact  analyses.    Finally,  because 
projects  began  operations  over  a  four-month  period  (March- June  1982),  at 
this  time  far  more  data  are  available  on  some  projects  than  on  others;  this 
makes  comparisons  among  projects  and  models  tentative  at  best,  and  also  may 
subject  data  on  groups  of  sites  and  the  demonstration  as  a  whole  to  some 
distort ion. 

For  these  reasons,  it  is  important  to  view  this  report  primarily  as 
a  description — rather  than  a  conclusive  analysis — of  the  channeling 
demonstration  during  its  implementation  and  early  operational  phase. 

C.    DATA  SOURCES 

Three  broad  categories  of  data  sources  covering  different  time 
frames  were  used  as  the  basis  for  this  report:    interviews  with  selected 
participants  in  the  demonstration  and  long  term  care  programs  at  the 
national,  state,  and  site  levels;  project  documents  and  published  data  on 
characteristics  of  the  channeling  states  and  sites;  and  reports  from  the 
screening  and  client  tracking  instruments  used  in  the  demonstration. 

The  interviews,  conducted  by  senior  research  staff,  addressed  the 
planning  and  start-up  of  the  channeling  projects  from  the  date  of  contract 
awards  (September  1980)  through  their  first  three  to  five  months  of 
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operation  (June-October  1982).    These  interviews  were  conducted  with 

selected  state  and  site  actors,  as  well  as  with  national  participants  in 

the  demonstration  (the  federal  project  management  team  and  the  national 

technical  assistance  contractor).    The  on-site  interviews  included,  at  the 

state  level,  officials  responsible  for  the  channeling  project  and  major 

state-federal  programs  for  the  elderly  (e.g.,  aging  and  medicaid).    At  the 

local  level,  they  included  channeling  project  staff  responsible  for  each  of 

the  core  functions  and  administration  as  well  as  host  agency  staff; 

interviews  were  also  conducted  with  major  referral  sources  and  service 

providers,  and  with  staff  of  other  important  public  long  term  care  programs 

(e.g.,  nursing  home  screening  units  and  other  case  management 
1/ 

agencies).       The  interviews  were  conducted  so  that  each  respondent  with 
knowledge  of  or  involvement  in  particular  activities  (e.g.,  screening, 
nursing  home  admission)  addressed  the  same  issues.     Interview  notes  were 
written  up  according  to  a  standard  format  to  facilitate  synthesis, 
comparison  and  validation  of  information  across  respondents  and  projects. 

The  project  documents  used  cover  the  period  from  issuance  of  the 
original  federal  requests  for  proposals  through  January  1983.  Materials 
prepared  by  national  participants  (HHS,  the  national  technical  assistance 
and  evaluation  contractors)  include  technical  direction,  guidelines, 
procedures,  training  materials,  and  reviews  of  project  plans  and 
activities.    Materials  prepared  by  the  projects  themselves  include 


In  addition  to  interviews  with  federal  project  management  staff  and 
staff  of  the  technical  assistance  contractor,  234  interviews  were  conducted 
in  the  10  channeling  states  and  sites  with  state  officials  (25),  host 
agency  representatives  (21),  channeling  staff  (76),  and  referral  sources 
and  providers  (112). 
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operating  plans,  procedural  manuals,  correspondence,  program  reviews,  and 
monthly  narrative,  fiscal  and  statistical  progress  reports.    Published  data 
:>n  the  channeling  states  and  sites  include  the  characteristics  of  their 
elderly  populations. 

Data  from  the  screening  instruments  and  client  tracking/ status 
change  forms  completed  by  channeling  project  staff  (for  all  persons 
determined  appropriate,  and  for  the  subset  assigned  to  the  client  group, 
respectively),  were  the  basis  for  developing  profiles  of  the  target 
population  and  documenting  caseload  development  and  elapsed  time  between 
channeling  functions.    These  data  represent  information  available  for  the 
period  through  either  December  1982  (screening)  or  February  1983  (client 
tracking),  i.e.,  approximately  seven  to  twelve  months  of  each  projects' 
operational  phase,  depending  on  individual  project  start  dates. 

For  the  final  report  these  data  sources  will  have  been  updated 
throughout  the  demonstration,  and  expanded  to  include  data  on  the  long  term 
care  programs  and  benefits  in  the  channeling  states  and  sites;  channeling 
cost  reports  and  staff  time  sheets;  descriptive  data  from  instruments  used 
in  the  impact  analyses  (sample  member  interviews,  caregiver  interviews,  and 
provider  interviews);  and  findings  from  the  impact  analyses  themselves. 

*       *  * 

Our  presentation  has  been  structured  principally  to  provide  a 
description  of  channeling' s  design,  implementation  activities,  and  client- 
level  processes. 

Background  information  is  presented  first.    Chapter  II  provides  an 
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overview  of  the  planned  intervention  in  the  context  of  major  long  term  care 
policy  issues.    The  following  two  chapters  document  the  structure  of  the 
demonstration  and  the  major  steps  leading  to  implementation.    Chapter  III 
describes  the  national,  state,  and  local  site  organizations  selected  to 
establish  channeling,  their  roles  in  planning  and  early  implementation, 
characteristics  of  the  channeling  sites,  and  the  organizational  structures 
adopted  for  channeling.    Chapter  IV  focuses  on  the  implementation  of  three 
important  elements  of  channeling:    referral  sources,  service  providers,  and 
reimbursement  mechanisms. 

Next,  a  client-centered  approach  is  taken  to  describe  the 
channeling  process  itself.    Chapter  V  describes  the  casefinding,  referral, 
and  screening  processes,  along  with  the  characteristics  of  the  population 
recruited  by  channeling.    Chapter  VI  addresses  the  next  steps  in  the 
channeling  process — assessment,  care  planning,  service  Initiation,  and 
ongoing  case  management.    Chapter  VII  presents  data  on  the  development  and 
maintenance  of  the  caseload,  and  on  the  time  required  to  complete  each  of 
the  client-level  channeling  functions.    Drawing  on  information  presented 
throughout  the  report,  Chapter  VIII  discusses  the  experience  of  the 
channeling  projects  to  date,  including  the  factors  that  have  influenced 
implementation  and  early  operations. 
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II.     DESIGN  OF  THE  CHANNELING  INTERVENTION 


This  chapter  describes  the  channeling  intervention  in  the  context 
of  federal  and  state  public  policy  concerns  and  previous  research  and 
demonstration  efforts.    The  two  planned  variants  of  channeling — the  basic 
case  management  model  and  the  financial  control  model — are  described,  as  is 
the  way  they  are  intended  to  address  long  term  care  policy  and  program 
concerns . 

A.     POLICY  PROBLEMS  AND  OPTIONS 

In  the  past  decade  problems  of  long  term  care  have  emerged  as  a 

central  concern  to  health  and  social  service  providers  and  policy  makers. 

Underlying  this  are  the  changing  demographics  of  the  United  States.  The 

proportion  of  the  population  that  is  elderly  (65  and  older)  is  increasing, 

and  the  percentage  75  and  older  is  growing  at  an  even  faster  rate.  Both 

changes  have  significant  implications  for  long  term  care.    Eleven  percent 

of  persons  between  the  ages  of  75  and  84  have  severe  limitations  on 

activities  of  daily  living  and,  of  those  with  severe  limitations,  56 

1/ 

percent  are  in  nursing  homes.-     As  a  consequence  of  the  increase  in  demand 
for  services  and  health  care  cost  inflation,  public  long  term  care 
expenditures  have  risen  dramatically  in  recent  years.     In  1960,  public 
expenditures  for  nursing  home  care  totalled  $500  million;  by  1981,  Medicaid 
expenditures  for  nursing  home  care,  which  constitute  the  majority  of  public 


DHHS ,  Health  Care  Financing  Administration  (1981). 
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expenditures,  had  risen  to  $8.8  billion.-     Policy  makers  looking  at  the 
needs  of  the  elderly  and  the  expanding  costs  have  been  compelled  to  explore 
what  options  might  be  available  to  meet  the  need  within  limited  resources. 

There  now  seems  to  be  a  general  consensus  that  the  major  problems 
of  the  current  long  term  care  system  are  related  to  unmet  or 
inappropriately  met  service  needs,  combined  with  rapidly  escalating  public 
costs.    Obviously,  the  demographic  trends  have  aggravated  the  situation  by 
putting  increasing  pressure  on  the  existing  system.    But  this  pressure  is 
not  by  any  means  the  entire  cause.    There  are  major  problems  within  the 
system  itself.    Existing  service,  benefit,  and  reimbursement  programs  are 
not  coordinated,  and  have  been  criticized  for  gaps  in  coverage,  geographic 
and  distributional  inequities,  and  excessive  financial  and  personal  burdens 
on  the  families  of  some  of  those  needing  care.    Client  needs  and  services 
provided  are  often  mismatched  because  of  inadequate  information  about 
alternatives  on  the  part  of  potential  service  clients,  and  inadequate 
information  about  client  needs  on  the  part  of  potential  providers.  These 
difficulties — combined  with  the  incentives  built  into  current  programs  that 

bias  the  system  in  favor  of  institutional  care  and  restrict  the  supply  of 

II 

noninstitutional  care  alternatives — lead  to  high  public  costs. 

Consensus  on  the  problems,  however,  does  not  dictate  a  particular 
solution.    Table  II. 1  outlines  options  for  alleviating  the  problems  of  long 
term  care  based  on  six  important  analyses  conducted  between  1977  and 


"Long  Term  Care  (July  1982). 
I! 

These  problems  are  documented  in  the  six  analyses  cited  in  Table 

II. 1. 
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TABLE  II. 1 

OPTIONS  FOR  ALLEVIATING  PROBLEMS  OF  LONG  TERM  CARE 
IDENTIFIED  IN  SIX  ANALYSES 


Analyses 

Williams-  Green- 

HEW      .    UPHC    .    HCFA  d/    burg     .  berg  f/ 

1978         1981         1981         1981  1980  -' 


Option 


Financing 

Block  grant  approach 
Insurance 

Disability  allowance 

Income  strategy 
Cash 
Vouchers 
Tax  credits 

Title  XIX  cap 

Benefits/Service 

Incremental  modification  of  existing 
benefits  (e.g.,  expand  home  health) 

Independent  long  term  care  benefit 

Eliminate  SNF/ICF  distinction 

Capacity  building  of  noninstitutional 
service  supply 

Organization 

Create  channeling  agencies 
Community  long  term  care  center 
Social  Health  Maintenance  Organization 
Single  entry  system  -  open  funding 
Single  entryv system  -  closed  funding 
Case  management 

Other 

Regulate  quality  of  care 
Research  and  development 
Special  private  sector  initiative 


CBO  a7  HEW 
1977  -i'  1971 


a/ 
~  ( 
b/ 
~  I 
c/ 

( 

d/ 
~  I 
e/ 

\ 

fl 


Congressional  Budget  Office  (1977). 

I 

Department  of  Health,  Education  and  Welfare  (1978). 

r 

Callahan  and  Wallack,  University  Health  Policy  Center  (1981). 

t 

Department  of  Health  and  Human  Services,  Health  Care  Financing  Administration  (1981). 

f 

Meltzer,  Farrow  and  Richard  (1981). 

f 

Greenberg  et  al.  (1980). 
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1981.    Public  financing  options  include  block  grants,  insurance,  closed- 
ended  or  "capped"  funding  and  a  variety  of  income  transfer  strategies; 
private  financing  options  have  been  proposed  as  well.  Benefit/service 
options  generally  center  around  incremental  modifications  to  the  existing 
public  programs.    Organizational  options  aim  at  rationalizing  service 
delivery  at  the  client  or  system  level  by  creating  case  management 
agencies,  community  long  term  care  centers,  social/health  maintenance 
organizations,  and  single  entry  systems. 

A  number  of  the  options  proposed  have  in  fact  been,  or  are  now 
being,  operationalized  and  tested.    The  case  management  and  single  entry 
approaches  have  been  tested  in  a  series  of  demonstrations  in  recent 
years.    A  considerable  body  of  evidence  on  such  projects  and  their  impacts 
has  been  reported  and  summarized  elsewhere.    We  are  concerned  here  with 

those  bearing  most  directly  on  the  channeling  program,  principally  the 

1/ 

medicaid  and  medicare  waiver  demonstrations  sponsored  by  DHHS.        The  early 
demonstrations  emphasized  the  expansion  of  personal  care,  homemaker,  and 
similar  in-home  supportive  services  as  an  alternative  to  institutional  and 
skilled  health  care.     Subsequent  projects  included  a  more  comprehensive 
package  of  home  and.  community  based  services.    As  the  scope  of  services 
covered  increased,  so  did  the  role  of  comprehensive  assessment,  care 
planning,  and  case  management.     Increasing  emphasis  has  been  placed  in  the 
more  recent  efforts  on  the  process  for  identifying  those  people  most  likely 


1/ 

For  summaries  of  previous  waiver  demonstrations,  see  Greenberg 
et  al.  (1980)  and  Applebaum  (1981). 
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to  enter  an  institution,  and  on  the  authority  of  case  managers  to  arrange 
and  control  utilization  and  costs  of  services  at  the  client  level. 

The  channeling  approach— which  is  the  descendant  of  these  previous 
demonstrations — and  another  major  approach — the  social/health  maintenance 
organization  (S/HMO) — are  now  funded  research  and  demonstration  projects 
being  tested  at  ten  and  four  sites,  respectively*    Single  entry  community- 
based  care  systems  of  an  open-ended  nature  have  taken  the  form  of 
legislative  proposals,  including  the  proposed  Medicaid  Community  Care  Act 
of  1980  (HR6194)  and    Title  XXI.    Some  characteristics  of  a  single  entry 
community-based  system  with  closed-ended  financing  are  reflected  in  Section 
2176  of  the  Omnibus  Budget  Reconciliation  Act  of  1981,  which  limits  in-home 
and  community  services  to  the  amount  that  would  have  been  spent  on  a 
particular  group  had  they  gone  to  nursing  homes. 

B.     CONCEPTION  OF  THE  CHANNELING  APPROACH 

Some  of  the  approaches  cited  above  are  designed  to  address  more 
than  one  problem  area.    The  channeling  thrust  is  both  an  organizational 
strategy  and,  in  one  of  i.ts  two  variants,  a  financing  strategy.  The 
concept  of  a  channeling  service  planning  and  coordination  agency,  as 
originally  identified  in  an  HEW  briefing  memo  dated  July  14,  1978,  entailed 
creating  new  agencies  with  three  interrelated  functions:     to  "channel"  all 
or  part  of  the  long  term  care  population — that  is,  to  match  those  in  need 
with  appropriate  long  term  care  service  settings;  to  plan  for  the  long  term 
care  service  system  to  ensure  that  sufficient  supplies  of  needed  services 
and  settings  would  be  available;  and  to  coordinate  directly  or  indirectly 
the  provision  of  long  term  care  service's. 
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Planning  around  this  concept  began  in  1978,  envisioning  at  an  early 
stage  as  much  as  $100  million  annually  for  such  a  broad  long  term  care 
initiative.    In  the  early  planning,  five  major  organizational  approaches — 
in  different  settings,  with  varied  target  populations — to  LTC  problems  were 
identified:     channeling  agencies  to  serve  primarily  the  elderly;  HMO-like 
organizations  providing  long  term  care  services;  congregate  living 
facilities  that  also  delivered  long  term  care  services;  hospital-based 
agencies;  and  specialized  community  agencies  for  the  mentally  ill  and  the 
mentally  retarded* 

This  planning  effort  culminated  in  Congress  appropriating  $20 
million  for  HEW's  long  term  care  initiative  for  the  1980  fiscal  year.  . 
Funding  for  a  research  and  demonstration  effort  was  included  in  the 
research  budgets  of  the  Administration  on  Aging  (AoA)  and  the  Health  Care 
Financing  Administration  (HCFA).    The  responsibility  for  managing  the 
initiative  was  lodged  in  the  Office  of  the  Assistant  Secretary  for  Planning 
and  Evaluation  (ASPE),  reflecting  statements  in  the  Congressional  committee 
report  on  the  budget  and  in  a  letter  from  the  Appropriations  Committee  that 
it  was  the  intent  of  Congress  that  ASPE  should  take  the  lead  in  the 
channeling  demonstration. 

The  reduction  in  the  scope  of  the  initiative,  reflected  in  the 
Congressional  appropriation,  made  it  infeasible  to  test  all  five  of  the 
very  different  long  term  care  interventions  that  had  once  been 
considered.    Because  of  limited  resources,  the  decision  was  made  to  select 
one  of  those  interventions:     channeling  agencies  to  organize  community- 
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based  long  term  care  for  aged  Individuals  who  were  otherwise  likely  to  be 

LI 

in  nursing  homes. 

Planning  for  a  demonstration  of  channeling  centered  on  a  rigorous 
design  tied  to  a  clear  set  of  policy  interests.    As  outlined  in  the  Notice 
of  Intent  published  in  December  1979,  the  channeling  initiative  was 
intended  to  be  a  true  national  demonstration  carried  out  by  states  and 
local  entities  within  a  uniform  framework,  rather  than  an  assembly  of 
relatively  specialized  local  projects.    This  was  in  large  part  responsive 
to  concerns  that  earlier  long  term  care  initiatives  had  been  designed  or 
implemented  in  ways  that  made  it  difficult  to  provide  information  useful 
for  national  policy  making  because  the  interventions  they  tested,  the 
environments  in  which  they  occurred,  the  populations  served  and  the  scale 
of  the  projects  had  varied  widely.    However,  despite  mixed  findings  about 
impacts  on  institutionalization,  costs,  utilization  of  community  services, 
client  welfare  and  providers,  these  efforts  provided  a  considerable  base  of 
knowledge.    The  scope  of  the  features  tested  in  these  demonstrations — 
screening  and  assessment,  care  planning,  case  management,  expanded  coverage 
of  community  services,  cost  controls  and  expanded  eligibility — were  the 
foundation  for  the  design  of  the  channeling  demonstration. 

The  policy  and  related  research  issues  to  which  this  channeling 
initiative  was  directed  can  be  clustered  into  three  categories:  target 
population,  service  organization  and  delivery,  and  financing. 


Initially,  up  to  25  percent  of  the  population  to  be  served  could 
be  disabled  persons  under  the  age  of  65.    Subsequent  resource  limitations 
and  design  considerations  resulted  in  limiting  the  target  population  to 
the  elderly. 
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1 .    Target  Population 

The  character  of  long  term  care  needs  of  the  disabled  older 
population  is  only  partially  understood.    Previous  long  term  care 
demonstrations  and  research  funded  by  the  federal  government  have  yielded 
important  information  on  the  types  of  long  term  care  needs  that  exist. 
However,  these  efforts  have  not,  for  a  variety  of  reasons,  yielded  a 
consistent  or  complete  understanding  of  the  relationship  of  need  and  other 
factors  to  service  demand,  selection,  and  utilization,  or  of  the  groups 
best  served  by  particular  alternative  services  or  approaches. 

In  general,  persons  requiring  long  term  care  services  have  been 
characterized  as  elderly  women  with  activity  limitations,  living  alone. 
While  this  appears  to  be  a  significant  segment  of  the  population,  it  is  not 
known  why  some  in  this  group  need  services  and  others  do  not,  nor  how  much 
service  they  require  and  of  what  type.    In  addition  to  this  group,  there 
are  others  who  utilize  or  require  long  term  care  services,  including 
individuals  who  may  be  living  in  the  community  with  others  for  whom  they 
have  become  a  heavy  burden.    There  are  also  persons  whose  needs  are  such 
that  some  professional  services  (e.g.,  skilled  nursing)  are  essential,  and 
cannot  be  substituted  for  by  informal  or  lower  skilled  services  alone.  A 
particular  concern  to  policy  makers  has  been  how  to  identify  these  persons 
accurately,  and  how  to  predict  the  services  they  will  use  and  which  will  be 
ef fe ctive. 

How  people  with  multiple  long  term  care  needs  seek  out  and  utilize 
the  existing  service  system  is  also  not  fully  understood.    For  example,  to 
what  extent  are  -clients  successful  at  putting  together  and  managing  their 
own  service  plans,  is  there  a  great  deal  of  redundant  and  inappropriate  use 
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of  services,  and  are  those  who  receive  services  what  might  be  called 
"service  sophisticates"  rather  than  the  target  group  with  the  unmet  needs 
and  the  more  serious  disabilities?    There  is  evidence  that  use  of  services 
is  in  part  a  learned  behavior;  clients  in  different  parts  of  a  city  or  of 
different  ethnic  or  income  groups  may  use  more  or  less  services  than  their 
counterparts  in  other  parts  of  the  community.    There  are,  therefore,  a 
number  of  unresolved  questions  regarding  the  behavior  of  clients  with  long 
term  care  needs.    This  becomes  more  complex  because  of  its  interaction  with 
the  service  system  itself:    what  is  available,  how  access  is  obtained,  and 
the  way  in  which  services  are  delivered. 
2 .    Organization  and  Delivery  of  Services 

The  most  common  problem  identified  with  the  organization  and 
delivery  of  services  is  the  lack  of  coordination  of  providers  in  serving 
the  multiple  needs  of  individual  clients  or  patients.    This  has  frequently 
been  referred  to  as  "fragmentation  of  services."    A  system-level 
intervention  implied  by  this  fragmentation  is  to  assemble  all  the  component 
services  of  long  term  care — institutional  and  community~based,  social  and 
health — within  a  single  provider  organization  and/or  funding  structure. 
Another  response  is  to  accept  that  one  must  utilize  multiple  providers  to 
meet  a  complex  set  of  needs,  implying  then  that  some  linking  mechanism 
needs  to  be  established,  primarily  at  the  client  level.    The  channeling 
demonstration  is  designed  principally  to  test  the  latter  approach  to 
determine  whether  such  a  linking  mechanism  can  be  inserted  into  the 
prevailing  structure  of  multiple  providers,  and  whether  it  can  produce  a 
more  appropriate,  efficient,  and  effective  package  of  services  for 
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individual  clients  than  the  present  system,  which  lacks  such  a  central 
linking  mechanism. 

Achieving  this  objective  is  complicated  by  an  array  of  factors 
affecting  access  to  the  needed  services.    Although  institutional  long  term 
care  offers  a  broad  range  of  components  in  a  single  structure,  access  is 
limited  by  the  supply  of  beds  and  the  cost  of  care;  further,  the  ability  to 
select  from  among  the  components  of  institutional  care — housing,  personal 
care,  health  and  social  services,  and  meals,  for  example — those  best  suited 
to  an  individual's  needs  is  very  limited  in  most  institutional  settings. 
In  the  community,  this  selection  is  constrained  by  the  supply  of 
noninstitutional  providers,  which  in  many  parts  of  the  country  is  limited 
in  quantity  or  type,  or  by  barriers  to  access  stemming  from  program 
eligibility  and  funding  source  requirements.    Indeed,  one  of  the  problems 
most  commonly  cited  has  been  the  incentive  toward  institutional  care  in  the 
medicaid  program,  due  to  both  eligibility  standards  and  services  covered. 
These  constraints  of  supply  and  access  reduce  the  probability  of  matching 
individual  client  needs  to  the  appropriate  services  and  setting.    Thus,  the 
task  of  selecting  and  arranging  the  individual  services  and  setting  that 
would  produce  the  most  satisfactory  result  at  the  lowest  cost  involves  not 
only  an  intervention  at  the  client  level — the  linking  process — but  in  some 
instances  may  also  require  intervention  in  the  policy,  program,  and 
financing  mechanisms  that  affect  access  to  and  availability  of  services. 
3 .    Cos  ts 

The  full  cost  of  care  from  public  and  private  sources  for  the 
disabled  elderly  is  not  known.    There  are  so  many  separate  funding  streams 
underwriting  different  services  that  they  have  not  been  aggregated  around 
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costs  of  particular  clients  or  particular  groups.    The  comparative  cost  of 
providing  one  level  of  service,  for  example,  as  against  another  is  not 
systematically  known.    The  costs  of  establishing  and  operating  a  case 
management  linking  mechanism,  as  opposed  to  the  existing  decentralized 
service  system  is  not  known  precisely;  results  of  some  demonstrations 
suggest  that  when  the  cost  of  case  management  is  added  to  the  direct 
service  costs,  the  presumed  savings  between  institutional  and 
noninstitutional  care  may  disappear.    Perhaps  most  important  is  that, 
despite  the  wide  use  of  public  funding,  none  of  the  individual  providers  or 
payors  is  accountable  for  the  totality  of  services  delivered  or  dollars 
spent.    There  is,  therefore,  no  entity  whose  incentives  lead  it  to  be 
concerned  with  overall  costs  and  outcomes  of  service  for  individuals  with 
long  term  care  needs. 

C.     CHANNELING:     DESIGN  FEATURES  AND  INTENDED  OUTCOMES 

The  National  Long  Term  Care  Demonstration  was  based  on  the 
assumption  that  channeling — a  managed  system  of  community-based  long  term 
care  for  the  disabled  elderly — could  be  established,  operated,  and  produce 
results  more  favorable  than  the  present  arrangements  for  long  term  care. 
Channeling  was  not  designed  to  address  all  the  problems  of  long  term  care, 
nor  was  it  necessarily  seen  as  the  only  alternative  for  improving  the  match 
of  needs  with  services.     It  was  not,  for  example,  designed  as  a  source  of 
extensive  funding  to  be  used  to  establish  new,  or  expand  existing,  service 
programs  on  a  community-wide  basis.     Nor  was  it  intended  to  intervene 
directly  in  the  professional  practice  of  doctors,  nurses,  and  other 
individual  practitioners.    It  was  intended  to  address  a  specific  set  of 
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deficiencies  in  the  current  system,  and  to  achieve  the  following 
objectives: 

o       Improved  targeting  of  service  resources  to 
those  in  greatest  need 

o        Improved  matching  of  client  needs  and  services 
(both  formal  and  informal) 

o        Improved  client  outcomes 

o       Less  costly,  more  efficient  utilization  of 
services . 

To  accomplish  these  ends,  the  channeling  demonstration  is  testing  two 

variants  of  a  managed  system  of  long  term  care,  which  emerged  from  a  series 

of  events  and  decisions  during  the  planning  phase.    The  two  variants  are, 

respectively,  the  basic  case  management  model  and  the  financial  control 
,  1/ 

model.        They  combine  a  set  of  core  channeling  functions  common  to  both 
models,  with  additional  features  (different  for  each  of  the  two)  intended 
to  enhance  channeling 's  ability  to  intervene  in  the  existing  long  term  care 
system. 

1 .    Core  Channeling  Functions 

Channeling  is  intended  to  affect  client  outcomes  and  the  cost  of 
care  principally  by  managing  individual  client  utilization  of  service.  The 
major  ultimate  impacts  of  channeling  on  outcomes  and  costs  are  to  be 
effected  through  channeling' s  impact  on  service  utilization,  particularly 
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In  the  initial  design  phase,  four  different  models  of  channeling 
were  considered,  to  be  tested  in  23  sites.    Budget  constraints  and 
elimination  of  a  planned  second  round  of  site  procurement  resulted 
ultimately  in  the  selection  of  10  sites  for  the  experiment,  and  compressed 
the  design  into  two  models  which  feasibly  could  be  tested  in  this  limited 
set  of  sites. 
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through  reductions  in  the  use  of  institutions.    To  achieve  this  objective, 

1  / 

the  designers  of  channeling  prescribed  seven  essential  functions: 

o       Outreach    to  identify  and  attract  the  target 
population 

o       Screening    to  determine  whether  an  applicant  is 
part  of  that  target  population 

o       Comprehensive  needs  assessment    to  determine 
individual  problems,  resources,  and  service 
needs 

o       Care  planning    to  specify  the  types  and  amounts 
of  care  to  be  provided  to  meet  the  identified 
needs  of  individuals 

o        Service  arrangement    to  implement  the  care  plan 
through  both  formal  and  informal  providers 

o       Monitoring    to  assure  that  services  are 

provided  as  planned  and  modified  as  necessary 

o       Reassessment    to  adjust  care  plans  to  changing 
needs . 

These  core  channeling  functions  are  designed  to  identify  the 
population  most  appropriate  for  community  care,  to  provide  information 
about  individual  needs  and  services,  and  to  arrange  for  and  coordinate 
services  that  most  appropriately  and  efficiently  meet  those  needs. 

The  above  constitute  the  minimum  set  of  functions  deemed  necessary 
to  affect  service  utilization  and  ultimately  client  outcomes.  The 
demonstration  assumes,  however,  that  this  minimum  intervention  can  be 
enhanced  by  additional  features  designed  to  increase  channeling 's  ability 
to  affect  service  utilization,  and  to  limit  the  resources  within  which  the 


See  Gottesman  (1981)  for  a  detailed  discussion  of  the  intent  and 
design  of  the  core  channeling  functions. 


23 


improved  match  of  services  to  needs  is  achieved.    Each  of  the  two 
channeling  models  being  tested  adds  one  or  more  of  these  features  to  the 
core  channeling  functions,  as  described  next. 
2.    The  Basic  Case  Management  Model 

The  basic  case  management  model  inserts  a  coordinating  and 
accountability  mechanism — case  management — into  the  present  system  of 
service  providers  and  government  programs.    It  depends  upon  the  array  of 
services  already  available  in  the  long  term  care  system,  but  introduces  an 
organization  responsible  for  helping  clients  gain  access  to  and  coordinate 
those  services  they  need  to  live  in  the  community.    The  channeling 
organization  assigns  to  each  client  a  case  manager  who  performs  a 
comprehensive  assessment  of  service  needs;  develops  a  plan  of  care  that 
responds  to  those  needs;  arranges  for  the  provision  of  the  needed  services, 
relying  on  family  and  friends  wherever  feasible;  follows  up  to  see  that 
these  services  are  provided  and  monitors  their  provision  on  an  ongoing 
basis;  and  reassesses  needs  periodically  or  when  circumstances  change. 
Thus,  the  case  manager  is  accountable  for  planning  and  arranging  the  entire 
package  of  services  needed  by  the  client,  and  helps  negotiate  the  complex 
array  of  programs  and  service  providers. 

In  addition  to  the  above  core  channeling  functions,  the  basic  case 
management  model  incorporates  an  additional  feature  designed  to  improve 
access  to  services.     It  provides  a  limited  amount  of  discretionary  service 
dollars  for  direct  purchase  of  community-based  services  to  overcome  gaps  in 
existing  services  or  funding  programs  that  inhibit  delivery  of  appropriate 
services  to  an  individual  client.    Because  these  gap-filling  funds  are 
limited,  however,  in  developing  a  plan  of  care  the  case  manager  must  rely 
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primarily  on  family  and  friends,  and  services  provided  by  existing 

programs . 

The  case  management  model,  therefore,  tests  the  premise  that  the 
major  difficulties  in  the  current  long  term  care  system  are  problems  of 
information,  access,  and  coordination,  that  can  be  essentially  solved  by 
client-centered  case  management. 
3.    The  Financial  Control  Model 

The  financial  control  model  adds  to  the  core  channeling  functions 
additional  features  designed  to  affect  service  access  and  utilization,  as 
well  as  certain  cost  control  features.    These  are  all  elements  directed  at 
changing  certain  aspects  of  the  current  long  term  care  system  that  the 
basic  case  management  model  accepts  as  given.    The  first  such  aspect  is  the 
present  set  of  medicaid  eligiblity  rules,  which  tend  to  restrict  community- 
based  services  to  low  income  groups.    As  a  result,  higher  income  clients 
may  become  institutionalized  because  of  inability  to  pay  for  community 
services.    After  they  have  exhausted  their  assets  in  paying  for  nursing 
home  care,  public  funds  then  pay  for  high  cost  institutional  care  when 
community  care  might  have  delayed  or  prevented  institutionalization.  The 
second  is  that  in  many  communities  the  needed  scope  of  long  term  care 
services  (including,  for  example,  day  care  or  respite  care) — and  funding 
for  these  services — are  unavailable  or  inadequate,  thus  resulting  in  no 
service  or  inappropriate  use  of  more  costly  services.    The  third  is  that 
some  components  of  the  present  system  lack  incentives  to  use  less  costly 


—  Although  not  a  controlled  feature  of  the  intervention,  basic 
case  management  projects  have  also  adopted  client  cost-sharing  plans  for 
services  purchased  with  these  funds  (see  Chapter  IV). 
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services  because  reimbursement  for  many  services  is  open  ended  and  resource 
tradeoff  decisions  do  not  have  to  be  made  by  planners  of  care.  Finally, 
the  present  system  does  not  have  a  single  coordinated  mechanism  for 
selecting  and  authorizing  the  amount,  duration,  and  scope  of  specific 
services  for  individuals. 

The  way  each  of  the  six  additional  features  of  the  financial 
control  model  is  designed  to  alter  the  aspects  of  the  current  system  is 
described  briefly  in  turn. 

Expanded  Service  Coverage.    Under  this  feature,  as  noted,  funding 

is  extended  to  some  community-based  services  which  may  not  be  reimbursed  by 

government  programs  or  which  are  unavailable  to  particular  clients  in  some 

communities.    Coverage  is  extended  to  include: 

Day  health  and  rehabilitative  care 

Day  maintenance  care 

Home  health  aide  services 

Homemaker /personal  care  services 

Housekeeping  services 

Chore  services 

Companion  service 

Home  delivered  meals 

Respite  care 

Skilled  nursing 

Physical  therapy 

Speech  therapy 

Occupational  therapy 

Mental  health  services 

Transportation  service 

Housing  assistance 

Adult  foster  care 

Nonroutine  consumable  medical  supplies 
Adaptive  and  assistive  equipment 

Pooling  of  government  funds  (funds  pool).    The  above  services 

that  are  covered  by  public  programs  are  usually  paid  for  by  a  number  of 

separate  funding  streams.    To  overcome  this,  a  pool  of  service  dollars  was 

created,  drawing  on  medicaid,  medicare,  and  other  government  programs. 
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From  the  perspective  of  the  client  and  case  manager,  coverage  of  the 

expanded  services  for  any  individual  client  therefore  does  not  depend  on 

eligibility  for  any  particular  categorical  program.    Because  this  model  of 

channeling  is  funded  partially  through  waivers  under  medicare,  clients  must 

be  covered  by  medicare  Part  A. 

Authorization  power*    Case  managers  have  the  power  to  authorize  the 

1/ 

amount,  duration,  and  scope  of  services  paid  for  from  the  funding  pool. 
This  gives  case  managers  direct  access  to  funding  for  services.    At  the 
same  time,  it  vests  in  them  authority  to  limit,  alter,  or  terminate 
services  in  response  to  changes  in  client  needs  or  failure  of  a  provider  to 
deliver  services  of  adequate  quality.    The  power  to  authorize  community- 
based  services  across  multiple  funding  streams  is  designed  to  enhance  the 
case  managers'  ability  to  obtain  services  for  clients  and  at  the  same  time 
make  them  accountable  for  the  full  package  of  services  funded. 

Cap  on  average  expenditures.    A  maximum  (cap)  is  set  on  average 
service  expenditures  per  client  for  the  channeling  project's  caseload  as  a 
whole.    Average  per  client  expenditures,  calculated  for  active  client  days, 
will  not  be  permitted  to  exceed  60  percent  of  the  average  of  the  state's 
rates  for  intermediate  care  facilities  (ICF)  and  skilled  nursing  facilities 
(SNF)  in  the  demonstration  area.    Project  managers  are  to  monitor  the 
average  service  costs  using  a  computerized  financial  control  system  (FCS) 
to  ensure  that  they  remain  within  the  60  percent  cap. 
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Authorization  power  applies  to  the  community-based  services 
listed  above,  but  not  to  hospital,  nursing  home,  and  physician  care. 
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Limits  on  costs  of  individual  care  plans.    Under  the  cap  on  average 
expenditures,  the  cost  of  individual  care  plans  can  vary;  but  those  who 
exceed  the  60  percent  cap  must  be  offset  by  persons  whose  care  is  below  the 
60  percent  cap.    There  are  also  direct  limits  on  annual  expenditures  for 
each  individual,  set  at  85  percent  of  the  average  of  the  state's 
reimbursement  rates  for  ICF  and  SNF  care.    Exceptions  to  this  85  percent 
limit  can  be  made  only  with  state  approval  of  specific  cases.    This  limit 
is  intended  to  reduce  costs  by  making  case  managers  more  sensitive  to  the 
cost  of  care.    They  are  to  be  responsible  for  estimating  the  cost  of  the 
care  plans  they  develop,  and  for  staying  below  the  85  percent  limit  for 
individual  clients  and  within  the  60  percent  cap  on  average. 

Cost  sharing  by  clients.    To  focus  government  financing  for  the 
expanded  list  of  community-based  services  on  those  clients  most  in  need, 
individuals  with  incomes  in  excess  of  a  protected  amount  (set  at  a  multiple 
of  the  state's  Supplemental  Security  Income  eligibility  level  plus  the  food 
stamp  bonus  amount)  are  required  to  share  in  the  cost  of  their  services. 
The  plan  requires  them  to  pay  all  their  income  above  the  protected  amount 
up  to  the  cost  of  service,  except  for  those  services  that  are  generally 
available  at  no  charge  to  eligible  clients  in  the  community.    The  cost- 
sharing  plan  is  designed  to  accomplish  two  objectives:     to  ensure  that 
government  funds  are  not  spent  on  those  who  can  readily  afford  to  pay  for 
their  care;  and  to  encourage  participation  of  the  "spend-down"  population 
by  setting  the  protected  level  high  enough  to  include  those  who  are  above 
the  medicaid  income  eligibility  level  as  long  as  they  are  in  the  community, 
but  who  would  become  eligible  for  medicaid  after  being  institutionalized 
and  spending  down  their  resources  to  the  eligibility  level. 
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A.    Refinement  of  the  Design 

The  design  of  the  channeling  intervention  as  described  in  this 
chapter,  now  being  tested  in  the  National  Long  Term  Care  Demonstration,  was 
a  continuing  process.    The  specifications  of  the  core  channeling  functions, 
the  target  population,  and  the  features  of  the  two  channeling  models  were 
constantly  refined  through  the  planning  phase.    The  initial  design  was 
modified  as  state  and  local  agencies  were  selected  to  implement  channeling, 
and  began  to  develop  their  operational  plans,  and  as  the  evaluation  design 
solidified.    As  the  projects  neared  the  date  of  actual  operation,  the 
demands  of  local  conditions,  clinical  practice,  and  research  requirements 
all  resulted  in  further  adjustments  and  more  detailed  specifications  for 
the  channeling  components.     Indeed,  this  process  of  refinement  continued 
into  the  early  operational  period.    The  major  steps  in  this  process,  and 
the  roles  of  the  national,  state,  and  local  participants  in  establishing 
the  structure  for  implementing  channeling,  are  described  in  Chapter  III. 
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III.     OVERVIEW  OF  THE  CHANNELING  PROJECTS 

Implementing  a  project  of  the  scope  and  complexity  of  the 
channeling  demonstration  requires  substantial  resources,  constant 
interaction  among  many  actors  at  the  national,  state  and  local  levels,  and 
a  considerable  amount  of  time.    This  chapter  describes  the  national 
structure  of  the  demonstration,  the  characteristics  of  the  state  lead 
agencies  and  local  host  agencies  responsible  for  implementing  channeling, 
and  the  demographic  and  geographic  characteristics  of  the  participating 
states  and  sites.     In  this  context,  the  ways  in  which  the  functional 
components  of  the  channeling  projects  have  been  organized,  and  the  roles 
of  the  above  participants  in  the  implementation  and  management  of  the 
channeling  projects  are  described. 

To  provide  a  sense  of  how  these  implementation  activities  have 
taken  place  over  time,  Table  III.l  lists  key  events  in  the  two  and  one 
half  years  from  the  time  the  demonstration  was  formally  announced  to  the 
date  all  projects  had  become  operational. 

A.     NATIONAL  STRUCTURE  OF  THE  DEMONSTRATION 

As  noted,  the  Department  of  Health  and  Human  Services  was  given 
overall  responsibility  for  the  demonstration.    A  national  technical 
assistance  contractor  and  a  national  evaluation  contractor  were 
selected.    The  role  of  each  is  described  briefly  in  turn. 
1.    Department  of  Health  and  Human  Services  (DHHS) 

The  National  Long  Term  Care  Demonstration  is  jointly  administered 
within  DHHS  by  the  Office  of  the  Assistant  Secretary  for  Planning  and 
Evaluation  (ASPE),  the  Administration  on  Aging  (AoA)  and  the  Health  Care 
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TABLE  III.1 

MILESTONES  IN  THE  PLANNING  AND  IMPLEMENTATION  OF 
THE  CHANNELING  PROJECTS 


Date 


Event 


December  1979 

April  1980 
May  1980 

3une  1980 

September  1980 

November  1980 
January  1981 
3une  1981 

July  1981 
August  1981 

September  1981 

December  1981 
February  1982 


May  1982 


Department  of  Health  and  Human  Services  (DHHS)  publishes 
notice  of  intent  in  the  Federal  Register  to  develop  a 
coordinated  long  term  care  channeling  demonstration 

DHHS  issues  request  for  proposals  for  channeling  states 

DHHS  issues  requests  for  proposals  for  the  national  technical 
assistance  contractor  and  the  national  evaluation  contractor 

States  and  technical  assistance  and  evaluation  bidders  submit 
proposals 

DHHS  selects  12  channeling  demonstration  states,  and  the 
national  technical  assistance  and  evaluation  contractors 

Demonstration  states  submit  site  proposals 

DHHS  selects  12  channeling  project  sites 

DHHS  issues  guidelines  for  channeling  states  wishing  to 
implement  the  financial  control  model 

States  submit  financial  control  model  letters  of  intent 

DHHS  reduces  from  12  to  10  the  number  of  national  research 
states  and  sites 

DHHS  designates  5  financial  control  projects,  the  other  5  as 
basic  case  management  projects 

Channeling  projects  submit  detailed  operational  plans  to  DHHS 

First  of  the  basic  case  management  projects  begin  operations 
after  hiring  staff;  going  through  screening,  assessment  and 
case  management  training;  negotiating  referral  agreements  with 
priority  referral  sources,  and  implementing  internal 
management  information  and  record  keeping  systems. 

First  of  the  financial  control  model  projects  begin  operations 
after  completing  same  tasks  as  basic  case  management  projects, 
as  well  as  negotiating  provider  contracts,  implementing  the 
financial  control  system,  and  completing  funds  pool 
arrangements 


Oune  1982 


All  projects  operational 
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Financing  Administration  (HCFA).    An  intradepartmental  steering  committee 
made  up  of  the  executive  leadership  of  these  three  groups  oversees  the 
policy  aspects  of  the  demonstration.    The  steering  committee  has 
designated  a  program  management  team,  directed  by  the  ASPE  program 
manager,  to  oversee  the  implementation  and  operation  of  the  channeling 
research  and  demonstration  activities.    Government  project  officers  from 
HCFA  and  AoA  oversee  and  provide  technical  direction  to  the  channeling 
states  and  sites;  contract  administration  is  the  responsibility  of  the 
federal  contracts  office  in  the  Office  of  the  Secretary. 

The  federal  project  management  team  and  government  project 
officers  played  active  roles  in  the  design  and  development  of  the 
channeling  projects.    With  respect  to  design,  their  efforts  focused  on 
defining  targeting  criteria,  screening  procedures,  the  baseline  assessment 
instrument,  and  the  features  of  the  financial  control  model.    With  regard 
to  implementation,  their  activities  included  selecting  the  demonstration 
states  and  sites,  designating  which  sites  would  test  each  model  of 
channeling,  interacting  with  states  and  sites  on  detailed  operational 
procedures  and  staffing  issues,  negotiating  the  federal  and  state  shares 
of  the  funds  pools  for  financial  control  states,  and  overseeing  project 
efforts  to  engage  referral  sources  and  carry  out  casefinding  tasks. 

The  federal  project  management  team  has  also  been  active  in 
monitoring  state  and  site  project  activities — focusing  primarily  during 
the  early  implementation  phase  on  adherence  to  national  program  design  and 
research  requirements,  and  cross-site  consistency  in  the  implementation  of 
mandated  functions.    During  the  early  operations  phase,  a  special 
monitoring  focus  was  on  caseload  buildup,  outreach,  and  casefinding 


33 


activities,  due  to  the  problems  previous  long  term  care  demonstrations  had 
experienced  with  identification  and  recruitment  of  the  target 
population.    A  related  focus  was  enrollment  of  medicaid-eligible  clients, 
both  as  a  policy  concern  and  (as  discussed  later)  as  it  related  to  the 
reimbursement  structure  established  for  the  financial  control  model 
projects. 

In  addition  to  traditional  federal  management  activities  such  as 
budget  review  and  contract  compliance  monitoring,  the  government  initiated 
a  number  of  special  monitoring  and  accountability  mechanisms.    A  monthly 
report  designed  specifically  for  channeling  is  required  from  both  the 
states  and  sites.    These  reports  contain  statistics  on  caseload 
development  and  screening  activities;  descriptions  of  project  activities, 
staffing  changes,  accomplishments  and  problems  encountered;  and  fiscal 
reports  on  expenditures,  including  services  ordered  out  of  service 
expansion  funds  or  the  funds  pool.    Biweekly  conference  calls  are  held 
with  the  state  and  site  project  directors  (both  individually  and 
collectively),  periodic  national  meetings  are  held  involving  state  and 
site  project  directors  (as  well  as  technical  assistance  meetings  for  case 
management  supervisors),  site  visits  are  conducted  as  needed  for  specific 
purposes,  and  written  technical  guidelines  are  issued  in  response  to 
operational  issues. 

As  described  in  the  preceding  chapter,  the  financial  control  model 
channeling  projects  receive  federal  funding  under  Section  222  medicare 
waivers.    Because  this  funding  is  processed  by  the  Office  of  Direct 
Reimbursement  (ODR)  in  HCFA,  ODR  also  has  a  role  in  monitoring  the 
financial  control  projects.    ODR  verifies  that  clients  in  the  financial 
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control  projects  are  medicare  eligible,  and  performs  quarterly  reviews  of 

actual  expenditures  for  services  under  the  funds  pool.    This  will  result 

in  retrospective  adjustments  in  the  amount  of  funds  forwarded  to  the 

projects  as  the  medicare  portion  of  the  funds  pool  arrangement. 

2 .    The  National  Technical  Assistance  Contractor 

The  Temple  University  Institute  on  Aging,  as  the  national 

technical  assistance  contractor,  was  also  a  major  participant  in  project 

and  research  design  activities  during  the  planning  phase.    Temple  staff 

participated  actively  in  the  design  and  testing  of  the  screening,  baseline 

assessment,  informed  consent  and  client  tracking  instruments  and 

procedures,  and  led  the  design  efforts  with  respect  to  the  casefinding  and 

1/ 

care  planning  processes.        They  also  played  a  central  role  in  development 
of  the  systems  and  procedures  for  use  of  service  expansion  funds,  client 
cost-sharing,  and  the  service  audit/program  review  function. 

Temple  prepared  a  number  of  technical  assistance  documents  for  use 
by  the  channeling  projects  during  implementation,  the  major  one  being  a 
case  management  manual.    This  manual  provides  a  description  of  the 
channeling  intervention  and  the  target  population,  as  well  as  detailing 
both  the  principles  and  process  associated  with  the  core  channeling 
functions  of  screening,  assessment,  care  planning,  arranging  for  services, 
follow-up  and  monitoring,  and  reassessment.    Other  technical  assistance 
materials  included  papers  on  memoranda  of  agreement  with  providers  and 


1/ 

The  latter  included  developing  the  assessment  summary,  care 
planning,  and  reassessment  forms  used  by  the  projects. 
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referral  sources,  project  and  staff  liability,  and  working  with  informal 
supports. 

Temple  staff  were  responsible  for  training  channeling  project 
staff  in  screening,  assessment,  care  planning,  and  case  management  prior 
to  and  after  the  start  of  project  operations.    During  the  training,  very 
strong  emphasis  was  placed  on  adherence  to  research  procedures  and  on 
insuring  that  the  core  channeling  functions  are  carried  out  in  a 
consistent  manner  among  the  10  demonstration  sites. 

Another  major  role  of  the  national  technical  assistance  contractor 
was  assisting  basic  case  management  model  sites  to  develop  efficient 
record  keeping.    Temple  staff  visited  each  basic  case  management  model 
site  prior  to  the  beginning  of  operations  to  review  and  approve  their 
record  keeping  systems. 

Several  months  after  the  beginning  of  operations  in  each  site,  the 
technical  assistance  staff  who  had  trained  channeling  project  staff  went 
to  the  sites  to  conduct  quality  assurance  visits.    The  first  set  of  these 
visits  focused  on  screening,  the  second  set  on  assessment  and  care 
planning.    The  quality  assurance  activities  focused  on  adherence  to 
standardized  procedures,  and  included  observations  of  the  functions  being 
performed,  interviews  with  staff,  and  records  review.    Refresher  training 
was  provided  as  appropriate,  and  written  reports  were  prepared  detailing 
the  findings  and  recommendations  resulting  from  these  visits  in  each 
channeling  site.    Another  activity  has  been  the  periodic  preparation  of 
summary  analyses  of  monthly  information  reported  by  basic  and  financial 
control  model  projects — for  example,  on  caseload  buildup  patterns  and 
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client  characteristics — to  assist  DHHS  and  the  states  and  local  projects 
In  their  monitoring  activities. 

Another  technical  assistance  activity  has  involved  providing 
sample  guidelines,  formats,  and  training  for  the  service  audit  and  program 
review  functions  currently  being  implemented  by  most  of  the  channeling 
states.    The  service  audit  activity  is  focused  on  the  clinical  aspects  of 
the  core  channeling  functions,  and  includes  case  reviews  to  assess  the 
accuracy  and  completeness  of  the  assessment  of  client  needs  and  the 
appropriateness  of  services  ordered  on  the  basis  of  these  needs.  The 
program  review  activity  concentrates  on  how  the  various  channeling 
functions  are  carried  out  and  whether  they  are  consistent  with  national 
program  design  and  research  requirements. 
3.    The  National  Evaluation  Contractor 

Mathematica  Policy  Research,  Inc.  (MPR),  together  with  its 

subcontractor,  the  Levinson  Policy  Institute  at  Brandeis  University,  is 

responsible  for  the  research  design,  data  collection  and  analysis  of  the 

1/ 

channeling  demonstration.        Much  of  the  work  in  developing  the  research 
design  and  the  baseline  data  collection  effort  took  place  during  the 
planning  phase,  and  interacted  with  the  design  of  program  features  and 
processes.    Because  of  concern  for  the  evaluability  of  the  channeling 
models  as  implemented  in  their  sites,  the  evaluation  contractor 
participated  in  developing  criteria  for  site  selection  and  for  the 
designation  of  sites  to  become  financial  control  models,  and  in  design  of 


~~  See  Kemper  et  al.  (1982)  for  detailed  description  of  the 
research  design  and  data  collection  plan. 
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channeling  functions  and  processes.    MPR  was  responsible  for  developing 
all  data  collection  instruments  for  the  evaluation,  including  those  used 
by  the  channeling  projects — the  screening  and  baseline  assessment 
instruments,  client  tracking  and  status  change  forms,  channeling  project 
time  sheets  and  financial  reporting  schedules.    MPR  was  also  responsible, 
through  a  subcontract  to  Arthur  Young  &  Co.,  for  the  development  of  the 
microcomputer-based  financial  control  system  for  the  financial  control 
model  channeling  projects. 

As  the  evaluation  contractor,  MPR  does  not  have  responsiblity  for 
performance  monitoring  with  respect  to  the  operations  of  the  channeling 
projects,  but  is  responsible  for  overseeing  the  quality  and  flow  of 
research  data  collected  by  the  projects.    MPR  reviews  screening  and  client 
baseline  assessment  instruments  for  completeness  and  internal  consistency, 
and  when  necessary  calls  back  a  client  or  a  channeling  project  to  collect 
additional  information.    MPR  also  tracks  the  submission  and  monitors  the 
quality  of  client  tracking  and  status  change  forms  and  required  monthly 
reports  such  as  channeling  employee  time  sheets  and  project  financial 
reports,  and  performs  the  random  assignment  process.    MPR  monitors  changes 
in  local  project  structure  or  processes,  and  changes  in  the  environments 
(such  as  introduction  of  new  programs)  that  may  affect  the  integrity  of 
the  research  design. 

In  addition  to  these  activities  involving  the  channeling  projects, 
MPR  has  extensive  data  collection  responsibilities,  including  baseline 
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interviews  of  all  control  (and  some  treatment)      group  members,  follow-up 
interviews  with  both  treatment  and  control  group  members,  interviews  of 
informal  caregivers,  acquisition  of  medicaid  and  medicare  records,  and 
collection  of  billing  records  from  providers. 

B.    THE  CHANNELING  DEMONSTRATION  STATE  LEAD  AGENCIES 

State  level  interest  in  participating  in  the  channeling 
demonstration  had  been  developing  for  some  time  prior  to  the  actual 
issuance  of  the  RFP.    States  were  concerned  with  the  rapidly  increasing 
costs  of  institutional  and  other  long  term  care  services,  and  had  been 
working  toward  coordinating  community  long  term  care  programs  at  the  state 
level.    Thus,  by  the  time  the  federal  notice  of  intent  and  then  the  RFP 
were  issued,  many  states  had  already  set  up  working  groups  and  had  entered 
into  discussions  with  potential  host  agencies  at  the  site  level. 
1.    Selection  of  the  Demonstration  States 

In  response  to  the  request  for  proposals  issued  by  DHHS  on  April 
25,  1980,  28  states  submitted  proposals  by  the  June  13  deadline. 
Representatives  of  ASPE,  HCFA  and  AoA  reviewed  the  proposals  and  made 
recommendations  for  selection;  Public  Health  Service  staff  also  partici- 
pated in  the  review.    Among  the  criteria  used  for  recommending  the 
selection  of  states  were  demonstration  of  genuine  interest  and  commitment 
to  the  project  at  the  state  level;  capability  to  perform  the  basic  case 


~  MPR  conducts  baseline  interviews  with  treatment  group  members 
who  drop  out  of  channeling  prior  to  completing  the  initial  channeling 
assessment,  and  conducts  validation  interviews  with  a  subsample  of  those 
assessed  by  channeling. 
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management  model  functions;-   proposed  demonstration  areas  in  which  the 
basic  channeling  intervention  would  represent  a  change  from  the  existing 
system;  and  general  quality  of  the  proposal. 

DHHS  announced  the  selection  of  twelve  states  in  September  1980: 
Florida,  Hawaii,  Kentucky,  Maine,  Maryland,  Massachusetts,  Missouri,  New 
Jersey,  New  York,  Ohio,  Pennsylvania,  and  Texas. 

DHHS  had  originally  planned  on  a  second  round  procurement  to 

select  states  and  sites  to  operate  a  variant  of  channeling  with  expanded 

services,  authority,  and  cost  controls.    Subsequent  funding  limitations 

made  increasing  the  number  of  sites  infeasible,  and  in  fact  resulted  in 

reducing  to  10  (from  the  original  12)  the  number  of  projects  which  would 

2/ 

become  research  sites. 

2 .    Designation  of  the  State  Lead  Agencies 

As  part  of  the  original  proposal  process,  the  governor  in  each 
applicant  state  designated  a  lead  agency  for  the  channeling  projects. 
These  state  lead  agencies  were  responsible  both  for  coordinating  state 
long  term  care  planning  activities  and  for  contributing  to  and  overseeing 
the  implementation  of  the  local  channeling  projects. 

There  had  already  been  considerable  state  attention  to  long  term 
care  policy  issues  in  the  channeling  states  (as  in  others),  and  many  had 
participated  in  other  national  long  term  care  initiatives.    For  example, 


At  that  time,  the  plan  was  to  select  states  to  operate  the 
financial  control  variants  of  channeling  through  a  second  procurement. 

2/ 

Hawaii  and  Missouri  have  continued  to  operate  their  channeling 
demonstration  programs,  but  were  not  included  as  national  research  sites. 
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Massachusetts  and  New  York  had  been  involved  in  previous  HCFA-funded  long 
term  care  case  management  demonstrations;      several  states  (e.g.,  Maine, 
New  Jersey,  Massachusetts,  Pennsylvania,  Ohio)  had  competed  for  Robert 
Wood  Johnson  Foundation  case  management /community  service  coordination 
grants;  and  institutions  in  Florida,  Texas,  and  Ohio  had  received  planning 
grants  for  Long  Term  Care  Gerontology  Centers  through  AoA.  These 
activities — while  not  necessarily  funded  or  administered  through  state 
agencies — contributed  to  state  agency  interest  and,  in  some  cases, 
interagency  working  relationships  that  may  have  facilitated  the 
implementation  of  channeling. 

Competition  for  designation  as  state  lead  agency  was  not  evident 
in  the  majority  of  the  channeling  states.    In  at  least  half  the  states, 
the  large  umbrella  agency  encompassing  the  majority  of  long  term  care 
programs  seemed  to  be  the  logical  choice.    In  two  states  the  agency  that 
heard  first  about  the  RFP  and  pursued  designation  ahead  of  other  agencies 
became  so  designated.     In  four  states  some  competition  among  agencies  was 
reported.    However,  cooperative  efforts  among  agencies  at  the  state  level 
were  reported  to  be  strong  in  almost  all  cases. 

Selected  characteristics  of  the  state  lead  agencies  are  presented 
in  Table  III. 2.    Three  of  the  ten  (in  Kentucky,  Maine  and  Florida)  are 
comprehensive  human  service  agencies.    This  means  that  the  public 
assistance,  medicaid,  public  health,  public  social  services,  and  aging 
mandates  and  functions  are  combined  within  one  administrative  entity. 


1/ 

Florida  and  Texas  have  participated  in  HCFA  demonstrations 
testing  other  types  of  long  term  care  alternatives. 
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TABLE  III. 2 
CHARACTERISTICS  OF  STATE  LEAD  AGENCIES 


Basic 

Case  Management                Financial  Control 
K? — RE — MD     N3  IT       I*  R* — FT? — OR — PA 


Location  in  State  System 
Umbrella  Agency 
Freestanding  Department 


xx  xx 
x 


X  X 
XXX 


Programs  Administered 
Medicaid 

Social  Service  Block  Grant 
Older  Americans  Act 
Health  Planning  a/ 
Special  State  LTC  Programs 


x  x 

x  'x 


X 
X 

X  X 
X 

X  X 


Clientele 

Elderly  (60+)  Only 
Non-age  specific 


XXX 

x  x 


a/ 

These  include  major  state  home  care  and  case  management  programs. 
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Three  other  lead  agencies  (in  New  Jersey,  Texas  and  Pennsylvania)  are 
somewhat  similar  to  umbrella  agencies,  in  that  they  combine  two  major  long 
term  care  resources:    medicaid  and  public  social  services.    The  remaining 
four  (in  Maryland,  Massachusetts,  New  York  and  Ohio)  are  freestanding 
departments  on  aging  responsible  for  Older  Americans  Act  programs,  but  not 
responsible  for  administering  the  medicaid  or  social  services  block  grant 
programs. 

3.    Designation  of  the  Financial  Control  Model  States 

As  noted  above,  although  it  had  been  planned  that  states  to 
operate  channeling  projects  with  funds  pools  and  financial  control 
functions  would  be  selected  through  a  second  round  of  procurements, 
resource  limitations  ruled  out  this  strategy.    As  a  result,  it  became 
necessary  to  select  from  among  the  channeling  projects  already  chosen 
those  that  would  implement  the  financial  control  model.    In  June  1981, 
DHHS  issued  guidelines  outlining  the  features  planned  for  this  model  and 
in  July  1981,  requested  state  letters  of  intent  to  operate  financial 
control  model  projects. 

Nine  of  the  states  filed  letters  of  intent  to  be  designated  to 
test  the  financial  control  model.     In  their  applications,  they  described 
their  plans  and  capacities  to  implement  the  major  features  of  the 
financial  control  model:     case  manager  authorization  (through  service 
orders)  of  a  wide  range  of  services;  control  of  expenditures  through  a 
maximum  average  care  plan  cost  limit  applied  to  the  caseload  and  an 
individual  cost  limit  applied  to  each  client;  and  assembling  a  funds  pool 
comprising  major  federal  and  state  long  term  care  funding  streams.  In 
reviewing  these  applications,  DHHS  placed  highest  priority  on  states  with 
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centralized  local  project  organization  and  direct  lines  of  authority,  in 
order  to  ensure  effective  management  of  the  funds. 

In  September  1981,  after  detailed  negotiations  with  key  state 
agency  representatives  in  five  candidate  states,  DHHS  designated  the 
projects  in  Florida,  Massachusetts,  New  York,  Ohio,  and  Pennsylvania  to 
implement  the  financial  control  model  of  channeling. 

Since  administrative  centralization  of  the  proposed  local 
channeling  projects  was  the  most  important  criterion  for  selection — rather 
than  having  major  long  term  care  resources  directly  under  the  proposed 
state  lead  agency — only  two  of  the  state  lead  agencies  in  the  five 
financial  control  states  (Florida  and  Pennsylvania)  have  control  of 
medicaid  and  public  social  services  resources.    This  is  in  contrast  to  the 
basic  case  management  model  states,  four  of  which  have  responsibility  for 
these  programs.    As  a  result,  three  of  the  five  lead  agencies  in  financial 
control  states  had  to  negotiate  with  outside  agencies  to  arrange  for 
medicaid  participation  in  the  funds  pool.    Agreements  had  to  be  negotiated 
on  the  amount  of  the  medicaid  share  in  the  funds  pool,  the  mechanisms  for 
making  medicaid  funds  available  to  the  channeling  projects  and, 
ultimately,  the  procedures  for  attributing  medicaid  eligibility  status  to 
channeling  clients  in  order  to  draw  down  medicaid  funds.    In  spite  of 
reported  high  levels  of  cooperation  between  these  three  lead  agencies  and 
their  medicaid  counterparts,  the  separation  of  program  responsibilities 
appeared  to  make  the  negotiations  both  more  uncertain  and  more  time- 
consuming,  although  the  objectives  were  ultimately  achieved.  In 
Pennsylvania,  where  the  lead  agency  had  control  of  medicaid  but  not  Title 
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Ill  Older  Americans  Act  funds,  it  was  necessary  to  negotiate  with  another 
department  to  gain  their  contribution  of  those  funds  to  the  pool. 
4.    The  State  Long  Term  Care  Planning  Effort 

Generally,  the  broad  long  term  care  planning  activity  required  of 
channeling  states  was  viewed  as  separate  from  the  tasks  of  implementing 
the  channeling  project  itself.    The  10  channeling  states  took  a  variety  of 
approaches  to  the  state  long  term  care  planning  effort.    For  example,  New 
Jersey  established  a  100-member  committee  with  seven  working 
subcommittees,  Kentucky  established  a  planning  group  that  was  essentially 
internal  to  the  lead  agency,  and  Maryland,  Massachusetts,  and  New  York 
built  upon  existing  interagency  task  forces. 

States  usually  assigned  separate  staff  to  long  term  care  planning 
and  to  channeling  implementation.    In  some  states,  host  agency  and  site 
channeling  project  staff  did  participate  in  state  long  term  care  planning 
group  meetings,  but  this  was  not  the  rule.    Although  state  long  term  care 
planning  groups  were  not  substantially  involved  in  directly  assisting  with 
channeling  project  implementation,  most  state  respondents  described  the 
activity  as  positive  both  in  terms  of  collecting  useful  information  and 
presenting  policy  options,  and  in  terms  of  fostering  increased 
communication  and  cooperation  among  state  agencies.    A  number  of  states 
reported  the  state  long  term  care  planning  effort  to  be  as  important  to 
the  state  as  the  implementation  of  the  channeling  project.     In  at  least 
four  states,  statewide  long  term  care  initiatives  were  reportedly 
patterned  on,  or  developed  concurrently  with,  the  channeling  project 
design. 
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5.    State  Roles  in  Channeling  Project  Planning  and  Implementation 

None  of  the  state  lead  agencies  created  a  new  unit  for  the 
channeling  project  staff  at  the  state  level.    Rather,  responsibility  for 
channeling  was  assigned  to  an  existing  unit,  most  commonly  to  a  unit 
responsible  for  planning,  policy  analysis,  or  demonstrations.     In  Texas, 
project  oversight  is  shared  between  two  units — a  program  operations  unit, 
and  a  research  and  demonstration  unit.    In  Kentucky,  Massachusetts,  and 
Pennsylvania,  the  channeling  projects  are  assigned  to  operating  units. 
However,  in  each  of  these  states  the  lead  responsibility  for  the  original 
state  proposal  and  for  initial  planning  after  the  state  contract  was 
awarded  was  in  a  planning/demonstration  unit;  the  channeling  project  was 
then  transferred  to  a  program  operations  unit  during  the  planning  phase. 
This  means  that  channeling  staff  in  the  state  lead  agencies  tended  to  be 
located  in  units  that  were  not  encumbered  with  the  day-to-day  exigencies 
of  operating  public  programs,  to  have  relatively  good  access  to  the  policy 
formulation  process  in  the  lead  agencies,  and  to  be  colocated  with  staff 
working  on  other  demonstrations  or  long  term  care  initiatives. 

With  few  exceptions,  state  level  participation  in  local  project 
implementation  activities  remained  high  until  site  operations  began.  Most 
states  began  hiring  the  state  level  channeling  project  staff  soon  after 
receiving  their  awards,  and  most  continued  to  contribute  other  state  staff 
time  during  the  planning  phase.    The  major  activity  following  selection  of 
the  states  was  preparing  the  detailed  site  proposals  that  would  be  the 
basis  for  DHHS  selection  of  sites  to  operate  channeling  projects  within 
the  states.    All  states  reported  providing  varying  degrees  of  technical 
assistance  to  the  local  host  agencies  that  were  writing  site  proposals. 
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Later,  considerable  state  level  activity  was  necessary  in  those 
states  designated  to  implement  the  financial  control  model.    This  included 
calculating  the  services  budget,  identifying  the  participants  and 
negotiating  their  shares  for  the  funds  pool,  and  preparing  the  waiver 
requests. 

Because  of  the  necessity  to  arrange  for  commitments  of  funds  from 
several  state  sources,  state  long  term  care  planning  group  members  also 
became  more  involved  in  channeling  as  states  applied  for  designation  as 
financial  control  sites  and  began  implementing  components  of  that  model. 
In  two  states,  the  long  term  care  planning  group  was  reported  to  have 
worked  on  preparing  the  letter  of  intent  to  become  a  financial  control 
site.     In  another,  the  state  long  term  care  planning  group  seems  to  have 
become  very  involved  in  site  development  and  operational  planning; 
individual  members  of  the  state  group  provided  technical  assistance  to 
host  agency  and  channeling  project  staff,  as  well  as  participating  in  the 
development  of  state  and  site  operational  plans. 

At  the  time  of  our  on-site  interviews  in  the  channeling  states  and 
sites,  the  roles  of  the  lead  state  agencies  were  in  transition.  During 
the  planning  phase  the  state  lead  agency,  the  host  channeling  agency,  and 
the  channeling  project  staff  were  engaged  in  the  joint  effort  to  implement 
the  projects.    After  site  operations  began,  the  focus  of  the  lead  agency's 
role  began  shifting  more  to  a  monitoring  function.    In  most  cases  these 
monitoring  functions  were  still  evolving  when  site  visits  were  conducted. 

State  channeling  project  directors  identified  their  monitoring 
priorities  as  correct  implementation  of  national  program  design  and 
research  requirements;  contract  compliance  and  fiscal  accountability;  and 
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oversight  of  project  activities  (or  changes  in  project  activities)  as  they 
related  to  state  policy  objectives. 

Most  states  reported  using  frequent,  informal  contacts  with  the 
channeling  projects  as  their  major  source  of  information  on  project 
operations  and  performance.     State  channeling  staff  had  limited  contact 
with  local  host  agency  staff,  but  rather  dealt  primarily  with  the 
channeling  site  project  director  or  other  project  staff.    All  state 
personnel  reported  reviewing  monthly  statistical,  narrative,  and  financial 
reports  (including  automated  expenditure  reports — and  in  at  least  one  case 
service  orders — for  financial  control  model  projects).     In  at  least  three 
states  additional  statistical  reports  were  required  and,  in  one,  copies  of 
completed  channeling  forms  (e.g.,  baseline  assessments  and  care  plans) 
were  also  submitted  to  the  state  for  review.    Frequent  site  visits  by 
state  channeling  personnel,  often  including  case  record  reviews,  were  also 
reported  to  be  a  common  method  of  monitoring,  except  where  long  travel 
distances  between  the  state  capital  and  the  demonstration  site  limited 
their  frequency. 

C.    DEMOGRAPHIC  AND  GEOGRAPHIC  CHARACTERISTICS  OF  THE  DEMONSTRATION 
SITES 

Each  of  the  states  selected  to  implement  a  channeling  project 
originally  proposed  two  or  three  sites.    Most  had  encouraged  agencies  in 
several  areas  of  the  state  to  apply,  and  some  sought  representation  of 
both  urban  and  rural  areas.    The  selection  of  these  proposed  sites  by  the 
states,  as  well  as  the  final  selection  of  sites  by  DHHS — described  in  more 
detail  in  Section  D  below — involved  selection  of  host  agencies  as  well. 
However,  before  turning  to  the  description  of  the  local  host  agencies  for 
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channeling,  it  is  useful  to  describe  the  demographic  and  geographic 
characteristics  of  the  demonstration  sites,  in  order  to  establish  the 
context  within  which  channeling  is  being  implemented.    This  information 
provides  a  basis  for  understanding  how  the  communities  in  which  channeling 
is  being  tested  reflect — or  vary  from — other  parts  of  the  nation.    It  also 
serves  to  highlight  similarities  and  differences  between  the  environments 
in  which  the  basic  case  management  and  financial  control  models  operate, 
as  well  as  factors  that  might  influence  caseload  development  or  the 
characteristics  of  the  individuals  found  appropriate  for  channeling. 
Finally,  it  identifies  some  geographic  features  that  may  affect  the 
design,  implementation,  or  operation  of  channeling  projects. 

The  sites  selected  for  testing  the  channeling  intervention  were  as 

follows : 

1/ 

o    Miami,  Florida- 

o    Eight  rural  counties  in  Eastern  Kentucky  (Clay,  Harlan, 
Jackson,  Knott,  Laurel,  Leslie,  Letcher  and  Perry) 

o    Baltimore  City,  Maryland 

o    York  and  Cumberland  Counties  (including  Portland),  in 
Southern  Maine 

o    Greater  Lynn  (near  Boston)  in  Massachusetts 

o    Middlesex  County  (including  New  Brunswick),  in  New 
Je  rs  ey 

o    Rensselaer  County  (including  Troy),  in  New  York 
o    Cuyahoga  County  (including  Cleveland),  in  Ohio 


1/ 

The  Miami  site  includes  Miami  Beach. 


49 


o    Philadelphia,  Pennsylvania 
o    Houston,  Texas 

Table  III. 3  summarizes  selected  demographic  characteristics  of  the  aged  (65 
and  over)  population  in  the  channeling  sites,  along  with  national  data  for 
comparison. 

Although  DHHS  did  not  establish  firm  demographic  and  geographic 
criteria  for  the  selection  of  demonstration  states  and  sites,  the 
department  did  seek  a  representative  mix  of  urban  and  rural  sites  as  well 
as  sites  with  high  proportions  of  minority  and  low  income  elders.    The  data 
in  the  table  indicate  that  the  sites  do  have  a  substantially  higher 
proportion  of  elderly  minority  persons  living  in  them  than  does  the  nation 
as  a  whole.    If  percentage  of  persons  on  SSI  is  viewed  as  an  indicator  of 
the  size  of  the  low  income  elderly  population,  than  the  channeling  sites 
have  about  the  same  proportion  of  low  income  elders  as  the  rest  of  the 
nation.    Other  differences  from  the  national  data  appear  in  the  living 
arrangement  variables,  which  indicate  that  elderly  persons  living  in  the 
channeling  sites  as  a  whole  are  somewhat  less  likely  to  live  with  a  spouse 
and  somewhat  more  likely  to  live  with  others.    On  the  other  variables  in 
the  table,  the  channeling  sites  as  a  group  are  generally  comparable  to  the 
national  data,  although  there  is  variation  among  sites  and  by  model. 

Participation  in  channeling  resulted  from  a  self  selection  process, 
28  states  submitted  applications  In  response  to  the  RFP.    This,  plus  the 
unanticipated  cancellation  of  the  second  round  procurement,  resulted  in 


1/ 

The  Houston  site  includes  most,  but  not  all,  of  the  city  of 

Houston. 
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most  of  the  channeling  sites  being  located  along  the  eastern  seaboard. 
However,  while  the  central,  southern,  and  western  portions  of  the  country 
are  not  proportionately  represented,  the  sites  present  sufficient 
demographic  variation  so  that  channeling  can  be  tested  in  differing  types 
of  environments. 

Three  sites  (in  Maine,  New  York,  and  Kentucky)  are  relatively  to 
extremely  rural — although  two  of  these  have  an  urban  core  where  the  project 
offices  are  located,  and  four  (in  Pennsylvania,  Maryland,  Massachusetts, 
and  Ohio)  are  older,  industrialized,  urban  areas.    Two  sites  (in  Florida 
and  Texas)  represent  newer,  less  dense,  less  heavily  industrialized  urban 
areas.    The  New  Jersey  site  is  relatively  suburban,  although  it  has 
urbanized  characteristics  as  well. 

Table  III. 4  summarizes  selected  geographic  characteristics  of  the 
channeling  sites.    The  land  area  and  population  density  figures  in  the 
table  show  that  the  three  rural  sites  (in  New  York,  Maine,  and  Kentucky) 
have  the  expected  very  low  densities  of  aged  persons,  while  two  of  the 
urban  sites  (in  Maryland  and  Pennslyvania)  have  extremely  high  densities  of 
the  elderly.    With  regard  to  the  other  urban  sites,  the  Ohio  site  (Cuyahoga 
County)  has  relatively  low  population  density  figures,  which  tends  to  mask 
the  fact  that  Cleveland,  within  Cuyahoga  County,  is  a  very  densely 
populated  city  similar  to  Baltimore  and  Philadelphia.    Similarly,  the 
suburban  characteristics  of  the  towns  in  the  Greater  Lynn,  Massachusetts 
site  result  in  figures  that  understate  the  dense,  urban  characteristics  of 
the  City  of  Lynn.    For  the  Texas  and  Florida  sites  the  figures  are  based  on 
available  county  land  area  and  population  statistics,  whereas  the  actual 
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Table  III.* 


LAND  AREA  AND  POPULATION  DENSITY  IN  THE 
DEMONSTRATION  SITES 


Basic  Case  Management  Financial  Control 

KY         ME         MD         N3        TX-'  FL— ^         MA         NY         OH  PA 


Land  Area  In  Square        3,153    1,900        80       316     1,73*        1,955  37       655       *59       1  36 

Miles 

Total  Population  Per  68       187    9,835    1,886     1,390  832       3,575       232    3,265  12,413 

Square  Mile 

Person  65  and  Over  7        2*    1,257       167  85  131  523        29       *18  1,7*5 

Per  Square  Mile 


Note:    Sources  for  the  calculation  of  this  table  include  U.S.  Bureau  of  Census  -  1980  Census  of 
Population  and  Housing,  Volume  1,  Characteristics  of  the  Population,  and  U.S.  Bureau  of 
Census  Statistical  Abstracts  of  the  United  States  1981. 


—  Harris  County  data:    site  is  a  smaller  area  within  the  county. 


— ^Dade  County  data:    site  is  a  smaller  area  within  the  county. 
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demonstration  catchment  areas  served  in  Houston  and  Miami  are  more  highly 
urbanized  than  the  county  figures  would  suggest. 

Geographic  size  and  sparseness  of  population  may  have  a  significant 
effect  on  how  channeling  functions  are  performed.    For  instance,  the 
Eastern  Kentucky  site  contains  a  total  of  over  3,000  square  miles, 
currently  served  by  five  case  managers.    This  means  that  each  case  manager 
must  cover  an  average  of  630  square  miles,  each  square  mile  containing  an 
average  of  only  seven  elderly  persons.    In  contrast,  the  six  case  managers 
in  the  Greater  Lynn,  Massachusetts  site  must  cover  only  37  square  miles, 
for  an  average  of  6  square  miles  per  case  manager.    Geographic  size, 
sparseness  of  population,  and  long  and  difficult  travel  distances  were  all 
reported  to  be  issues  during  the  site  visits  to  the  rural  sites.    Lack  of 
service  providers  and  logistical  difficulties  in  arranging  and  delivering 
services  were  also  reported  in  these  sites. 

D.     HOST  CHANNELING  AGENCIES 

In  contrast  to  some  of  the  previous  long  term  care  demonstrations 
(e.g.,  Worcester,  Wisconsin  CCO,  Access,  Triage)  in  which  new  organizations 
were  created,  the  strategy  for  implementing  channeling  involved  designating 
existing  organizations  to  act  as  hosts  for  the  projects.    This  strategy  was 
reportedly  chosen  to  facilitate  implementation  by  building  on  the 
experience  and  legitimacy  of  agencies  that  already  had  important  roles  in 
managing  or  providing  services  to  elders  with  long  term  care  needs. 
Therefore,  as  states  proposed  geographic  areas  as  possible  demonstration 
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sites,  they  also  proposed  a  specific  host  agency  to  operate  the  channeling 

1/ 

project  within  each  geographic  area. 

1 .    Selection  of  Sites  and  Host  Agencies 

States  usually  encouraged  a  number  of  geographic  areas  and  host 
agencies  to  apply  for  inclusion  as  potential  sites  in  the  original  state 
proposals.    A  few  states  solicited  applications  statewide  from  counties  and 
nonprofit  Area  Agencies  on  Aging.    Others  invited  a  large  group  of  agencies 
(usually  county)  who  seemed  most  interested  to  an  orientation  session,  then 
requested  proposals.     In  three  states  specific  sites  and  host  agencies  were 
requested  to  apply.    Many  states  also  sought  urban-rural  options  or  sought 
to  have  applicants  represent  differing  geographic  areas  of  the  state.  Each 
state  included  two  or  three  proposed  sites  in  its  original  proposal,  and 
following  state  selection,  each  of  the  proposed  sites  prepared  proposals  on 
which  DHHS  would  base  its  selection. 

As  with  the  early  development  of  interest  in  channeling  at  the 
state  level,  many  local  organizations  were  aware  that  the  RFP  would  be 
coming  out  and  had  already  been  preparing  to  submit  applications.  As 
noted,  agencies  in  some  of  the  potential  sites  had  already  applied  for 
Robert  Wood  Johnson  Foundation  grants  or  designation  as  AoA-funded  long 
term  care  gerontology  centers.    Because  the  requirements  for  the  Robert 
Wood  Johnson  proposals  were  in  many  ways  similar  to  those  in  the  channeling 
RFP,  several  sites  that  were  not  successful  in  obtaining  those  grants  had 
already  drafted  a  proposal  that  was  relatively  close  to  being  ready  to 


y 

In  a  few  instances,  a  local  office  of  a  state  agency  was 
proposed  to  serve  in  the  same  fashion  as  a  local  host  agency. 
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submit  for  channeling.    For  long  term  care  gerontology  centers,  it  became  a 
priority  to  stimulate  the  submission  of  channeling  proposals.    Also,  the 
formation  of  a  long  term  care  gerontology  center  meant  that  many  of  the  key 
local  actors  in  long  term  care  had  already  been  assembled  and  were  working 
on  developing  strategies  for  coordinating  community  long  term  care 
services.    Many  of  the  host  agencies  had  already  been  operating  community 
long  term  care  and/or  case  management  programs  for  the  elderly,  and  viewed 
channeling  as  an  opportunity  to  enhance  their  programs.    In  some  states  the 
agency  that  ultimately  became  the  host  agency  had  helped  to  stimulate 
interest  on  the  part  of  the  state  in  responding  to  the  original  channeling 
RFP. 

Based  on  the  site  proposals,  review  and  recommendations  by  the 
national  technical  assistance  and  evaluation  contractors,  and  state  and 
site  visits  conducted  by  DHHS  staff,  12  sites,  each  with  a  host  agency, 

LI 

were  selected  by  DHHS.        The  10  currently  serving  as  national  research 
sites  are  shown  in  Table  III. 5,  under  the  model  of  channeling  each  is 
implementing. 

2 .    Characteristics  of  Host  Agencies 

The  host  channeling  agency's  resources,  authority,  status,  and 
relationships  with  other  elements  of  the  long  term  care  system  in  many  ways 
define  both  how  the  particular  channeling  project  functions  and  how  it  fits 
into  the  existing  network  of  agencies  serving  elders  with  long  term  care 
needs  in  the  community.     In  most  cases,  the  host  agency  selected  was  a 


y 

Because  at  this  time  the  number  of  national  research  states  had 
not  yet  been  reduced  from  12  to  10  (as  noted  earlier),  sites  were  also 
selected  in  Missouri  (Kansas  City)  and  Hawaii  (Honolulu). 
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TABLE  II 1. 5 


CHANNELING  SITES  AND  HOST  AGENCIES 


Model  and  Site 


Host  Agency 


Basic  Case  Management  Sites 

Eight  rural  counties  in 
Eastern  Kentucky 

York  and  Cumberland  Counties 
in  Maine 

Baltimore,  Maryland 


Middlesex  County, 
New  Jersey 

Houston,  Texas 


Financial  Control  Sites 

Miami,  Florida 

Greater  Lynn, 
Massachusetts 

Rensselaer  County, 
New  York 

Cuyahoga  County, 
Ohio 

Philadelphia, 
Pennsylvania 


Department  of  Social  Services,  State 
Department  of  Human  Resources  — 

Southern  Maine  Senior  Citizens,  Inc. 


City  of  Baltimore 

Council  on  Aging  and  Retirement 

Education/Area  Agency  on  Aging 

County  Department  of  Human  Services 


Texas  Research  Institute  for  Mental 
Sciences 


Miami  Jewish  Home  and  Hospital  for  the  Aged 
Greater  Lynn  Senior  Services  Inc. 

Rensselaer  County  Department  on  Aging 

Western  Reserve  Area  Agency  on  Aging 

Philadelphia  Corporation  on  Aging 


.i/The  Department  of  Social  Services,  a  component  of  the  state  lead  agency 
(the  Department  of  Human  Resources)  acts  as  host  agency  for  the  local  project. 
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local  leader  in  the  field  of  aging  or  coordinating  long  term  care  services, 
with  a  history  of  organizational  stability  and  effectiveness,  and 
considerable  respect  among  providers  in  the  community. 

Table  111.6  summarizes  the  characteristics  of  the  host  channeling 
agencies.    Four  are  private,  nonprofit  corporations,  and  six  are  public 
agencies.    Of  the  six  public  agencies,  three  (in  New  Jersey,  New  York  and 
Ohio)  are  county  agencies,  one  (in  Maryland)  is  a  city  agency,  and  two  (in 
Kentucky  and  Texas)  are  locally  based  units  of  state  government. 

Six  of  the  host  agencies  are  designated  Area  Agencies  on  Aging 
(AAAs)  under  the  Older  Americans  Act.    Selection  of  AAAs  as  host  channeling 
agencies  is  closely  related  to  the  designation  of  state  aging  agencies  as 
lead  agencies.     In  each  of  the  four  states  with  a  free-standing  department 
on  aging  as  lead  agency,  the  host  agency  is  an  AAA.    Additionally,  in 
Maine,  where  channeling  operations  have  been  delegated  to  the  aging 
department  within  the  state  umbrella  agency,  the  local  host  agency  is  also 
an  AAA.    The  six  host  agencies  that  are  designated  AAAs  all  have  similar 
planning,  advocacy,  resource  allocation,  and  grants  management  functions; 
they  tend  to  be  leaders  of  a  network  of  senior  centers,  nutrition  centers 
and  in-home  services  providers,  but  AAA  designation  does  not  necessarily 
link  them  to  the  network  of  agencies  that  provide  home  health  services  to 
very  frail  elders. 

In  two  of  the  channeling  demonstration  sites  (in  Florida  and 
Texas),  the  host  agencies  are  service  providers — one  private,  one  public — 
that  do  not  administer  public  programs,  but  rather  receive  funding  through 
various  public  reimbursement  and  direct  funding  sources. 
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TABLE  III.6 
CHARACTERISTICS  OF  HOST  CHANNELING  AGENCIES 


basic  Case  Management 
W  HE     MD     h  TX 


Unanclai  Control 
FT     RA"     FT?     OH  PA 


Auspice 

Private,  Nonprofit 

County 

City 

State 


Mandate 

Area  Agency  on  Aging 
Social  Service  Block  Grant 
Public  Assistance 
Medicaid 

Services  Provided 

'  Area  Planning  Title  III 
Grant /Contract  Administration 
Inpatient /Residential  Services 
Community  Health  Services 
Other  Community  Services 
Case  Management 
Service  Authorization 

Clientele 

Elderly  (60+)  only 
Non-age  specific 


a/  NA 


b/ 


f/  x 


x 

NA  c/ 


e/  x 


X  X 

d/  x 


X  X 
X  X 


f/  x 


a/ 

The  Middlesex  County  Human  Services  Department  prepares  the  annual  plan  for  social 
services  block  grant  funds  (formerly  Title  XX),  but  does  not  determine  eligibility  or 
authorize  services. 

b/ 

The  agency  is  responsible  for  allocating  funds,  but  is  not  in  all  cases  the  contractor 
of  funds. 

c/ 

The  agency  determines  eligibility  and  authorizes  services  for  the  state  home  care 
program  which  is  analogous  to  social  service  block  grant  programs. 

±1 

Decisions  on  social  services  block  grant  contract  allocations  for  elderly  services  are 
made  Jointly  with  the  county  welfare  agency. 

e/ 

One  component  of  the  Miami  Jewish  Home  and  Hospital  for  the  Aged  provides  mental 
health  services  to  persons  55  and  older. 

f/ 

Two  host  agencies  do  not  provide  direct  services;  their  planning/advisory  clientele  is 
age-specific  in  one  case  (Ohio),  and  non  age-specific  in  the  other  case  (New  Jersey). 
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The  host  agencies  in  the  Massachusetts,  Pennsylvania,  and  Kentucky 
sites  have  responsibility  for  eligibility  determination,  case  management 
and  services  authorization  under  social  services  block  grant/public  social 
service  programs.     In  Kentucky  the  host  agency  is  also  responsible  for 
determining  eligibility  for  public  assistance  and  medicaid. 

Differences  among  host  agencies  in  basic  case  management  versus 
financial  control  sites  parallel  cross-model  differences  at  the  state 
level.    As  discussed  earlier,  three  of  five  financial  control  state  lead 
agencies  are  free-standing  departments  on  aging,  as  opposed  to  one  in  the 
basic  case  management  states;  similarly,  in  four  of  the  five  local 
financial  control  sites  the  host  agencies  are  AAAs,  whereas  in  the  basic 
case  management  sites  only  two  of  them  are. 
3 .    Host  Agency  Role  in  Implementation 

After  the  sites  and  host  agencies  had  been  selected,  the  major 
tasks  were  hiring  site  staff  and  preparing  the  site  operational  plan.  Most 
host  agencies  established  a  group  interview  process,  at  least  for  the 
director,  in  which  the  host  agency  and  key  providers  (usually  members  of 
local  advisory  groups)  were  represented.    In  some  cases,  this  was  done  to 
encourage  cooperation  with  channeling  by  providing  a  role  for  these 
agencies,  but  in  most  cases  host  agencies  had  already  involved  networks  of 
providers  in  planning  for  channeling,  and  it  was  natural  to  include  them  in 
screening  and  interviewing  candidates. 

During  the  planning  phase,  the  local  channeling  projects  and  their 
host  agencies  maintained  very  close  operational  relationships.    After  local 
project  staff  were  hired,  host  agencies  continued  to  play  strong  roles  in 
interacting  with  the  state  lead  agencies,  working  out  the  details  of  site 
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operational  plans,  and  assisting  the  project  to  develop  relationships  with 
referral  sources  and  providers.    Host  agencies  typically  treated  the 
channeling  projects  as  component  programs  of  the  agency.  Channeling 
project  directors  were  allowed  considerable  administrative  discretion,  but 
they  were  not  considered  to  be  free  of  regular  policy  and  administrative 
oversight  of  the  host  agency. 
4 .    Host  Agency  Role  in  Project  Management 

Whereas  the  state  lead  agencies  have  tended  to  emphasize  research 
and  policy  concerns  as  project  monitoring  priorities,  the  host  channeling 
agencies  have  focused  their  administrative  efforts  on  programmatic 
performance.    As  noted  above,  channeling  projects  were  for  the  most  part 
established  as  component  programs  of  the  host  agencies,  and  thus  their 
program  output  and  performance  vis-a-vis  clients  was  monitored  in  the  same 
ways  as  were  other  case  management  or  direct  service  programs  of  the  host 
agencies . 

Host  agency  directors  or  assistant  directors  reported  having  daily 
contact  with  channeling  staff,  as  well  as  more  formal  weekly  supervisory 
conferences  or  staff  meetings.  Both  host  agency  and  channeling  project 
staff  reported  that  channeling  site  project  directors  had  a  considerable 
amount  of  administrative  flexibility  and  discretion.  As  with  state  lead 
agencies,  the  host  agency  staff  reported  using  the  standard  site  monthly 
reports  and  other  project  reports  for  monitoring  purposes. 

Most  of  the  channeling  projects  were  relying  heavily  on  the  fiscal 
units  of  the  host  agencies  for  personnel,  payroll,  funds  receipt  and 
disbursement,  cash  flow,  and  accounting  services.    This  has  resulted  in 
considerable  monitoring  of  project  staffing  and  fiscal  activities  by  the 
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host  agencies.    At  the  early  stage  of  project  operations,  this  monitoring 
generally  did  not  extend  to  use  of  service  expansion  funds  or  service 
authorizations  under  the  funds  pool.     Rather,  it  focused  on  the 
expenditures  under  the  contract  budget  for  channeling  staff  and  related 
overhead  expenses. 

E.     ORGANIZATION  OF  THE  SITE  LEVEL  FUNCTIONS  OF  THE  CHANNELING  PROJECTS 

An  integral  part  of  the  site  proposals  was  specification  of  how  the 
channeling  projects  would  be  organized.    These  plans  for  the  structure  of 
the  local  channeling  projects  underwent  further  refinement  as  project 
directors  were  hired  and  became  involved  in  developing  detailed  site 
operational  plans  and  in  negotiating  with  potential  referral  sources  and 
providers . 

Various  approaches  were  selected  to  organize  the  core  channeling 
functions  of  screening,  assessment,  care  planning,  service  arranging,  and 
ongoing  case  management.     The  major  variants  involved  decisions  to 
subcontract  all  or  parts  of  the  core  functions  to  one  or  more  other 
agencies,  to  decentralize  functions  to  other  locations  or  agencies,  and  to 
assign  separate  staff  to  the  assessment  function  versus  the  care  planning 
and  service  arranging  functions.     Table  III. 7  summarizes  the  organizational 
options  selected  for  each  of  the  channeling  projects,. 
1 .    Organization  of  the  Screening  Function 

The  RFP  for  the  channeling  projects  called  for  an  administratively 
separate  screening  function.    As  a  result,  four  of  the  channeling  projects 
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TABLE  II I. 7 

ORGANIZATION  OF  THE  CORE  CHANNELING  FUNCTIONS 


Basic  Case  Management 

rv — he — rtj — Ffl — TT 


Functions 


Financial  Control 

71 — m — ry — on — FA" 


SCREENING 
Centralized 

In  host  agency,  administra- 
tively separate 

Subcontracted 


x  x 
x 


a/ 


ASSESSMENT 
Centralized 
Decentralized 
Subcontracted 


x  x 


b/ 


x  S/ 


X         X  X  X  X 


CARE  PLANNING  AND  CASE  MANAGEMENT 

Centralized 

Decentralized 

Subcontracted 

Same  staff  as  assessment 

Assessment  performed  by 
separate  staff 


x  x 


b/ 

x 

x 

x       x  cj 

X  X 


X  X  X  X 


X  X  X 


a/ 

The  screening  function  in  Florida  is  now  centralized,  but  for  the  first  seven  months  of 
project  operations,  the  screening  function  was  subcontracted  to  another  agency. 

b/ 

In  New  Dersey,  assessment,  care  planning  and  case  management  are  centralized  in  a  single 
subcontract  agency. 

£/ 

In  Texas  two  of  the  case  manager  positions  are  provided  under  agreements  with  other 
agencies  (one  through  a  subcontract),  but  are  stationed  in  the  same  office  with  the  other  case 
managers. 


63 


(in  Kentucky,  New  Jersey,  Florida,-    and  Ohio)  subcontracted  the  screening 
function  to  an  independent  agency,  and  three  projects  (in  Maryland,  Texas 
and  New  York)  set  up  the  screening  function  in  the  host  agency  but  separate 
from  the  channeling  project.    The  remaining  projects  established  the 
screening  function  within  the  channeling  project,  but  maintained 
administrative  separation  by  locating  screeners  in  separate  office  space 
and  limiting  communication  between  screeners  and  other  channeling  staff. 

Although  the  demonstration's  overall  policy  on  administrative 
separation  was  the  major  reason  for  subcontracting,  channeling  projects 
also  decided  to  subcontract  screening  in  order  to  achieve  particular  local 
objectives.    Among  the  reasons  reported  for  subcontracting  were  to 
strengthen  involvement  of  the  aging  network,  comply  with  state  expectations 
about  participation  of  the  local  medicaid  assessment  unit,  integrate 
screening  with  a  unified  senior  information  and  referral  service  with 
strong  support  in  the  demonstration  area,  and  tie  into  a  single  area  intake 
point. 

2 .    Organization  of  the  Assessment,  Care  Planning,  and  Case  Management 
Fun  ctions 

Five  different  organizational  structures  for  the  functions  other 
than  screening  were  observed  in  the  ten  sites.    Six  had  a  fully  centralized 
model,  and  all  of  these  functions  are  performed  by  the  same  staff.  The 
other  four  had  specific  variants  of  a  decentralized  approach  that  separated 
the  core  case  manager  functions  among  different  staff  or  involved 
subcontracting  some  or  all  functions  to  another  agency. 


Florida  terminated  the  subcontract  for  screening  as  of  January 
1983  and  centralized  this  function  within  the  channeling  project. 
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a.  '    Centralized . 

Six  of  the  channeling  projects  have  assessment,  care  planning,  and 

case  management  performed  by  the  same  individuals  stationed  within  the 

central  channeling  office  and,  with  one  exception,  these  individuals  are 

U 

employed  directly  by  the  channeling  project.        These  channeling  projects 
gave  two  types  of  reason  for  not  subcontracting,  decentralizing,  or 
splitting  functions.    First,  respondents  reported  centralized  functions 
performed  by  the  same  staff  were  traditional  in  their  demonstration 
areas.    Second,  respondents  expressed  concern  that  decentralized  or  split 
functions  reduced  the  degree  of  control  that  could  be  exercised  over  the 
performance  of  the  core  channeling  functions,  and  some  expressed  a 
commitment  to  having  the  continuity  of  one  central  worker  for  each  client. 

b.  Decentralized. 

The  remaining  sites  present  four  different  variations  on  the  mix  of 

subcontracting,  decentralizing,  and  separating  the  assessment,  care 

planning  and  case  management  functions: 

o    Geographic  decentralizaton.     In  Kentucky,  all  functions 
are  performed  by  the  same  staff  (not  subcontracted),  but 
the  staff  are  decentralized  into  regional  offices.  This 
approach  was  selected  because  the  Eastern  Kentucky  site 
has  a  large  geographic  area  with  very  sparse  population, 
and  because  the  county  offices  of  the  Department  of 
Social  Services  (which  is  the  host  agency)  were  seen  as  a 
natural  locus  for  oganizing  assessment,  care  planning, 
and  case  management  services. 

o    Single  subcontractor.     In  New  Jersey,  all  functions  are 
subcontracted  to  an  independent  agency,  but  they  are 
performed  by  the  same  staff  and  the  staff  are  centralized 


—  In  Texas,  two  of  the  case  managers  are  provided  under  agreements 
with  two  other  agencies  in  the  area.    These  workers  are  stationed  within 
the  channeling  project. 
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within  the  subcontracting  agency.     The  site  elected  to 
subcontract  all  functions  in  keeping  with  standard 
practice  of  the  county  government.    The  Visiting  Nurse 
Association  was  chosen  because  of  its  reputation  as  a 
provider,  its  relations  with  hospitals  and  other  medical 
providers,  and  its  history  of  contractual  relations  with 
the  county. 

o    Separated  functions  within  channeling.     In  Florida,  all 
staff  are  centralized  and  are  employees  of  the  channeling 
project  (not  subcontracted),  but  assessment  and  care 
planning/case  management  are  performed  by  separate 
staff.     The  project  reportedly  chose  to  separate  these 
functions  (as  is  common  in  other  state  programs  there)  to 
emphasize  the  importance  of  the  assessment  function,  and 
to  balance  workloads  among  staff  and  protect  assessors 
against  the  day-to-day  pressure  of  managing  a  caseload. 

o    Separated  functions,  with  some  subcontracted.  In 
Maryland,  assessment  is  centralized  within  the  channeling 
project,  and  care  planning  and  case  management  are 
subcontracted  to  three  separate  agencies  in  the 
community.    Each  of  the  three  subcontracting  agencies  is 
a  well-established  provider  of  case  coordination  and  in- 
home  services  to  elders.    This  subcontracting  option  was 
implemented  in  order  to  use  the  capabilities  of  these 
provider  agencies  and  to  avoid  developing  a  competing 
case  management  system  in  the  local  site. 

Channeling  projects  using  a  subcontracting  approach  for  the 
assessment,  care  planning  and  case  managment  functions  reported  a  number  of 
reasons  for  selecting  the  approach.    These  included  ensuring  continuing 
involvement  of  key  long  term  care  service  agencies  in  the  demonstration; 
coordinating  with  existing  resources  to  reduce  duplication  and  competition; 
increasing  the  legitimacy  and  status  of  the  channeling  project  by  linking 
with  established  and  well-supported  agencies  in  the  communities;  and 
avoiding  some  of  the  bureaucratic  and  political  constraints  on  staff  hiring 
and  administrative  processes  often  associated  with  public  agencies. 
3 .    Organization  of  Advisory  Committees 

All  channeling  projects  established  project  advisory  committees, 
with  the  exception  of  two  that  used  existing  interagency  groups  for  that 
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purpose.     In  two  of  the  sites  these  advisory  committees  were  small, 
administratively  focused  groups,  similar  to  a  steering  committee  or 
executive  committee.    The  other  sites  used  relatively  broadly  based  advisory 
committees,  representative  of  most  key  referral  sources  and  providers  in  the 
area.    In  one  site  there  was  also  consumer  representation  on  the  advisory 
group. 

Advisory  committees  served  two  main  functions  for  the  channeling 
projects.    First,  they  provided  input  to  site  operational  procedures.  This 
activity  often  included  reviewing  and  providing  comments  on  drafts  of 
research  instruments,  forms,  or  project  guidelines.    Advisory  group  members 
were  among  the  first  to  pretest  the  standardized  channeling  assessment  and 
screening  instruments,  and  thus  played  a  significant  role  in  national 
project  design  and  implementation  as  well  as  in  local  project 
implementation. 

Second,  the  advisory  committees  were  used  extensively  to  assist  in 
casefinding  and  engaging  referral  sources.    Many  members  of  the  advisory 
committees  were  potential  referral  sources  and,  through  advisory  committee 
participation,  they  received  orientation,  encouragement,  and  feedback. 
Also,  they  were  instrumental  in  finding  other  possible  referral  sources,  and 
encouraging  their  cooperation  with  the  channeling  projects.    For  the  most 
part,  advisory  group  members  reported  that  participation  was  positive,  and 
useful  beyond  their  interaction  with  the  channeling  project;  most  reported 
that  general  interagency  cooperation  and  coordination  was  enhanced  through 
the  channeling  project  advisory  committees.    This  was  felt  to  be  a  benefit 
of  the  project  regardless  of  what  other  benefits  might  accrue. 
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The  structures  adopted  for  the  channeling  projects  thus  reflect  the 
interaction  of  several  factors:     demonstration  guidelines,  state  policy  and 
program  interests,  the  nature  of  the  local  provider  and  referral  systems, 
management  requirements,  programmatic  concerns,  geography  of  the  catchment 
area,  and  host  agency  practices  and  preferences.     The  organization  of 
channeling 's  core  functions — which  in  some  instances  diverged  from  projects' 
original  plans,  or  changed  after  early  operational  experience — is  important 
in  several  respects.     It  is  expected  to  influence  the  way  the  channeling 
process  is  actually  carried  out,  relations  with  referral  sources  and 
providers  of  care,  ease  of  implementation,  and  channeling  project  costs.  In 
addition  to  establishing  these  structures  for  channeling's  core  functions, 
projects  also  had  to  establish  three  other  program  components  in  order  to 
begin  serving  clients:     referral  sources,  provider  arrangements,  and 
reimbursement  mechanisms.     These  are  described  in  the  next  chapter. 
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IV.     ESTABLISHING  REFERRAL  SOURCES,  PROVIDER  AGREEMENTS, 
AND  REIMBURSEMENT  MECHANISMS 


Identifying  referral  sources  and  educating  them  about  channeling, 
establishing  agreements  with  formal  providers  of  services  to  ensure  that 
services  would  be  available  for  channeling  clients,  and  developing  methods 
and  procedures  by  which  to  reimburse  providers  were  all  begun  at  each  site 
during  the  late  planning  phase  and  have  continued  into  the  operational 
phase.    The  purpose  of  this  chapter  is  to  describe  these  fundamental 
project-level  activities  in  detail.    The  documentation  of  them  draws  on 
interviews  with  referral  sources,  providers,  channeling  staff,  and  state 
officials  conducted  in  the  third  to  fifth  month  of  each  project's 
operations  and  on  channeling  project  progress  reports  and  related 
demonstration  documents. 

It  should  be  noted  at  the  outset  that  projects  may  well  experience 
changes  in  provider  agreements  or  financial  procedures  during  the  later 
phases  of  the  demonstration.     Indeed,  several  circumstances  that  prevailed 
during  the  period  covered  by  our  interviews  have  already  changed.  For 
example,  only  one  basic  case  management  project  had  then  implemented  the 
use  of  service  expansion  funds,  limiting  our  examination  of  the  mechanisms 
for  disbursing  these  funds  and  their  effect  on  referral  sources.    Many  of 
our  visits  to  financial  control  sites  took  place  while  intake  was  closed 
to  all  referrals  except  medicaid-eligible  individuals  and  while  important 
changes  in  the  reimbursement  system  for  this  model  were  underway.  Three 
projects  (in  Kentucky,  Texas  and  Massachusetts)  have  since  expanded  the 
size  of  their  catchment  areas,  which  may  alter  agreements  with  providers 
and  referral  sources.     In  most  cases,  referral  sources  and  the  channeling 
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projects  themselves  were  both  going  through  the  growing  pains  associated 
with  implementation  and  were  still  evolving  their  relationships  and 
procedures.     The  early  efforts  to  develop  referral  sources,  in  particular, 
were  in  many  ways  a  trial  and  error  process,  as  projects  engaged  in  a 
variety  of  different  strategies  for  case  finding. 

Caution  must,  therefore,  be  exercised  in  drawing  conclusions  from 
this  preliminary  information.    It  offers,  nevertheless,  an  important  basis 
for  understanding  the  early  history  of  the  channeling  projects  and  for 
identifying  issues  and  trends  for  examination  as  they  mature. 

A.     DEVELOPING  REFERRAL  SOURCES 

This  section  describes  the  process  for  selecting  referral  sources 
and  developing  relationships  with  them,  including  negotiating  formal 
agreements  and  providing  orientation  and  feedback.     It  also  describes  a 
variety  of  other  outreach,  casefinding,  and  community  information 
activities.     It  is  important  to  note  that  the  channeling  projects  have 
undertaken  a  considerable  amount  of  outreach  and  casefinding  activity 
since  the  initial  on-site  interviews  on  which  much  of  the  information  in 
this  section  is  based. 

1 .    Selecting  Referral  Sources  and  Negotiating  Agreements 

Early  in  the  design  of  the  channeling  demonstration,  DHHS 
specified  hospitals,  nursing  home  pre-admission  screening  programs,  and 
other  nursing  home-related  organizations  as  key  sources  for  referrals  to 
channeling.     In  order  to  focus  on  the  target  population — the  elderly  at 
high  risk  of  long  term  institutionalization — projects  were  urged  by  DHHS 
to  obtain  a  majority  of  their  clientele  from  hospital  discharges  and 
nursing  home  applicants  and  were  strongly  encouraged  to  negotiate  written 
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referral  agreements  with  hospitals  and  other  priority  referral  sources. 
Consistent  with  this  objective,  all  projects  gave  first  priority  to 
hospitals  as  referral  sources,  and  many  negotiated  agreements  with  local 
nursing  home  prescreening  programs.    In  some  sites  nursing  homes  were 
approached  directly  for  referrals.    Most  projects  also  sought  referral 
agreements  from  home  health  agencies,  homemaker  agencies,  information  and 
referral  services,  and  other  community  service  providers. 

Channeling  project  advisory  committees,  as  noted  in  Chapter  III, 
represented  one  early  mechanism  for  developing  these  referral  sources.  In 
many  sites  existing  networks  of  agencies  that  traditionally  serve  elders 
(some  of  the  community  hospitals,  the  AAA/senior  center/nutrition  program 
network,  the  public  social  services  program,  the  homemaker  system,  and  the 
nonprofit  and  public  certified  home  health  agencies)  were  recruited  to 
join  advisory  committees  to  the  channeling  projects.    The  same  networks  of 
agencies,  particularly  since  they  were  involved  in  the  advisory 
committees,    were  viewed  as  the  natural  first  set  of  referral  sources.  At 
least  three  projects  used  advisory  councils  aggressively  to  generate 
referrals  and  to  identify  and  engage  new  referral  sources. 

Channeling  project  host  agencies  were  also  important  to  the 
development  of  referral  sources  in  many  cases.    As  noted  in  Chapter  III, 
most  were  well-established  within  the  local  long  term  care  system  and  thus 
were  able  to  draw  upon  existing  relationships  with  other  organizations. 
In  several  instances  where  the  host  agency  administered  public  funding 
sources — for  example,  Title  III  funds — the  host  agency  reportedly  used 
this  authority  to  encourage  referrals  to  channeling;  interviews  with 
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referral  sources  corroborated  this.     In  at  least  five  sites,  host  agencies 

themselves  became  important  sources  of  referrals. 

The  channeling  projects  varied  considerably  in  the  number  of 

potential  referral  sources  they  recruited.    Channeling  projects  often  were 

wary  of  generating  too  many  referrals  early  in  site  operations,  leading 

some  projects  to  limit  the  number  of  sources  approached  initially.     In  the 

sites  with  fewer  potential  referral  sources,  it  appeared  that  most 

hospitals  and  formal  community  service  providers  were  contacted  for 

referrals.     In  contrast,  the  projects  with  a  large  number  of  potential 

referral  sources  selected  specific  hospitals,  home  health  agencies  and 

other  types  of  providers  as  priority  referral  sources.    One  of  these — the 

Philadelphia,  Pennsylvania  project — adopted  a  more  formalized  approach: 

ten  hospitals,  ten  senior  centers,  five  major  certified  home  health 

agencies,  plus  the  host  agency's  in-home  services  coordinators,  were 

designated  as  exclusive  referral  sources  based  on  host  agency  staff 

judgment  about  their  potential  for  generating  appropriate  referrals; 

referrals  could  come  to  the  screen  only  from  these  sources,  and  no  direct 

V 

self  or  family  referrals  were  to  be  accepted. 

Financial  control  projects  were  specifically  encouraged  to  work 
with  the  local  medicaid  nursing  home  preadmission  screening  function 
(which  existed  in  four  of  the  five  sites)  as  a  potential  source  of 
referrals.     In  one  financial  control  site  the  channeling  project  built  on 
the  host  agency's  long-standing  relationship  with  the  nursing  home 


1/ 

This  project  later  increased  the  number  of  designated  referral 
sources  to  include  agencies  that  might  produce  more  referrals  of  medicaid- 
eligible  persons. 
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prescreening  program,  although  this  was  not  formalized  in  a  written 
agreement.     In  three  other  sites,  links  ranged  from  a  verbal  commitment 
from  prescreening  unit  staff  to  advise  nursing  home  applicants  of 
channeling  as  an  option,  to  establishment  of  a  strong  relationship  that 
included  training  for  prescreening  unit  staff  on  channeling  eligibility 
criteria,  to  a  formal  written  agreement  between  channeling  and  the  nursing 
home  prescreen  with  considerable  effort  to  stimulate  referrals  from  this 
source . 

Other  potential  referral  sources  received  less  consistent 
attention.    Although  proprietary  agencies  were  commonly  viewed  as 
promising  sources  of  services  for  channeling  clients,  they  were  rarely 
regarded  as  potential  sources  of  numerous  referrals,  perhaps  because  many 
were  relative  newcomers  in  the  service  system  and  were  not  yet  part  of  the 
established  public  long  term  care  network.    Less  than  half  of  the 
channeling  projects  had  specifically  targeted  physicians  as  referral 
sources  at  the  time  of  our  visits.    For  the  most  part,  physician  contacts 
consisted  of  mailing  brochures  or  contacting  local  medical  societies; 
there  was  little  direct  approach  to  individual  physicians  to  try  to 
generate  referrals.    A  few  respondents  suggested  that  the  limited  effort 
to  attract  physician  referrals  might  be  attributable  to  a  lack  of 
established  working  relationships  between  the  health  care  and  social 
service  systems.    Other  referral  sources  receiving  little  attention  (on 
the  basis  of  the  low  volume  of  referrals  they  were  expected  to  generate) 
included  psychiatric  hospitals,  counseling  services,  and  legal /advocacy 
services . 
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All  projects  worked  to  negotiate  written  agreements  with  at  least 
some  of  their  priority  referral  sources.    There  was  considerable  variation 
in  the  formality  of  this  process  as  well  as  the  emphasis  it  received. 
Written  referral  agreements,  typically  based  on  the  model  developed  by  the 
national  technical  assistance  contractor,  included  specification  of  the 
screening  criteria;  information  about  the  channeling  project  and  the 
research  to  be  provided  to  prospective  referrals;  the  process  for 
contacting  the  screening  unit;  information  to  be  provided  to  the  screening 
unit;  and  procedures  for  communication  and  problem  resolution  between  the 
referral  source  and  the  channeling  project.     Some  channeling  projects  used 
existing  agreements  between  the  host  agency  and  providers  as  the  basis  for 

« 

the  referral  agreements.     In  two  sites,  the  host  agency  requir&f' their 

S 

grant  and  contract  recipients  to  cooperate  with  the  channeling  project. 

One  site,  after  meeting  with  potential  referral  sources,  sent  letters 

confirming  the  discussion;  space  was  provided  at  the  bottom  of  the  page 

for  the  addressee  to  sign  and  send  back  the  letter  as  confirmation  that 

they  had  agreed  to  make  referrals,  and  this  became  the  referral 

agreement.    Another  site  developed  written  referral  agreements  that  were 

specific  to  individual  hospitals,  because  of  issues  related  to 

confidentiality  of  medical  records  and  bedside  access  for  screening  and 
1/ 

assessment . 


It  was  not  uncommon,  paticularly  in  basic  case  management  model 
projects,  for  agreements  with  outside  agencies  to  cover  both  procedures 
for  making  referrals  to  channeling,  and  procedures  for  receiving  referrals 
from  channeling. 
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Another  category  of  referral  source  arrangements  involved 

diversion  to  channeling  of  persons  on  provider  waiting  lists  and  of 

persons  who  would  otherwise  be  routinely  accepted  as  new  clients  by  an 

agency.    At  least  three  projects  arranged  for  channeling  screeners  to 

review  referral  source  waiting  lists,  but  none  reported  this  to  be  a 

particularly  fruitful  source.     In  one  site  screeners  attended  the  weekly 

intake  conference  of  the  host  agency  to  select  cases  that  appeared 

appropriate  for  channeling,  and  in  another,  an  agency  agreed  to  put  aside 

likely  cases  for  review  by  the  channeling  screener  to  see  if  they  might  be 

eligible.    Another  project  arranged  for  its  nurse  to  visit  hospital 

discharge  units  and  review  the  list  of  patients  on  administrative  day 
1/ 

status.        This  was  perceived  as  helping  the  hospital  deal  with  the 
administrative  day  problem,  as  well  as  being  moderately  effective  in 
finding  cases.     In  two  other  sites  arrangements  were  made  for 
subcontractors  performing  core  channeling  functions  to  divert  likely 
applicants  to  channeling  at  the  intake  point;  although  this  mechanism  was 
originally  imposed  simply  to  avoid  transfer  of  existing  subcontractor 
caseloads  to  channeling,  it  turned  out  to  be  useful  in  generating 
referrals. 


—  Patients  on  "administrative  day"  or  "alternative  level  of  care" 
status  are  generally  those  no  longer  requiring  acute  hospital  care 
(determined  by  utilization  review  mechanisms)  who  are  pending  alternative 
care  arrangements,  such  as  in-home  services  or  nursing  home  placement. 
The  time  they  spend  in  the  hospital  on  this  status — "administratively 
necessary  days"  (ANDs) — are  often  not  reimbursed  by  public  programs  or  are 
reimbursed  at  reduced  rates. 
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2.    Orientation  and  Feedback 

A  large  majority  of  referral  sources  reported  receiving 
orientation  about  the  channeling  project.    For  the  most  part,  this 
consisted  of  a  visit  by  one  or  more  channeling  staff  to  discuss  screening 
criteria  and  the  referral  process.    The  orientation  contact  was  often  with 
the  executive  of  the  agency,  or  the  director  of  the  unit  that  would  be 
making  the  referrals.    These  persons  would  then  take  responsiblity  for 
orienting  their  staff  to  the  channeling  project.    A  number  of  respondents 
reported  that  orientation  had  been  provided  by  channeling  to  line  staff 
during  inservice  training  activities  or  related  group  meetings;   this  was 
generally  reported  to  be  a  helpful  approach,  and  was  commonly  repeated  to 
reinforce  procedures  after  operations  began.    In  two  sites  the  channeling 
project  nurse  was  assigned  specifically  to  provide  orientation  to  hospital 
and  home  health  agency  staff  and  to  maintain  contact  with  the  staff  with 
respect  to  referral  issues. 

Many  of  the  referral  sources  also  received  some  form  of  written 
material,  such  as  brochures  or  fact  sheets,  about  the  channeling 
projects.    The  purpose  for  disseminating  this  type  of  material  was  to 
assist  the  referral  sources  in  conducting  outreach  and  explaining  the 
project  to  potential  referrals,  as  well  as  to  help  them  identify 
appropriate  referrals.    Several  of  the  projects  distributed  copies  of  the 
screening  instrument  (or  the  summary  scoring  sheet)  to  selected  referral 
sources — in  most  cases  hospital  discharge  planners  or  supervisory 
personnel  in  home  health  agencies. 

The  sites  varied  considerably  in  the  amount  of  feedback  and 
follow-up  provided  to  referral  sources.    All  sites  monitored  the  rate  of 
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referrals  from  specific  referral  sources,  and  appeared  to  provide  feedback 
to  some  of  them  about  their  rate  of  referrals;  for  the  most  part  this  was 
done  informally,  usually  in  the  context  of  routine  communication  with 
providers.    One  site  had  the  referral  source  designate  a  contact  person, 
who  could  be  contacted  regularly  by  the  channeling  project  to  provide 
feedback  and  to  encourage  continuing  referrals.    Several  sites  reported 
contacting  referral  sources  to  encourage  additional  referrals  where  the 
rate  of  referrals  seemed  too  low,  and  in  at  least  three  sites  this  effort 
was  extended  to  seeking  state  intervention  to  encourage  more  referrals 
from  particular  sources. 

It  was  anticipated  before  the  beginning  of  channeling  operations 
that  a  major  topic  of  feedback  to  referral  sources  would  be  rates  of 
ineligible  referrals.    However,  eligibility  rates  have  generally  been 
high,  and  this  sort  of  feedback  has  been  limited  to  occasional  site-  and 
provider-specific  instances.     Instead,  staff  in  the  majority  of  channeling 
projects  reported  that  the  primary  reason  for  follow-up  with  referral 
sources  involved  the  random  assignment  features  of  the  experimental 
design.     This  included  both  the  routine  communication  of  decisions  about 
applicants'  acceptance  into  the  channeling  treatment  group,  and  specific 
interaction  around  the  rationale  and  procedures  for  random  assignment  in 
the  demonstration. 
3.     Other  Outreach  Activity 

In  addition  to  more  formal  referral  source  development,  channeling 
projects  devoted  considerable  effort  to  public  information,  particularly 
meetings  between  channeling  staff  and  a  multitude  of  agencies, 
organizations,  and  community  groups.    Senior  centers,  elderly  nutrition 
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projects,  golden  age  groups,  elderly  advocacy  groups,  service  clubs, 
churches,  and  similar  organizations  have  been  the  common  hosts  for  these 
meetings. 

Channeling  project  directors  and  assistant  directors  reported 
spending  a  good  deal  of  time  on  this  type  of  public  information  and 
community  relations.     Four  projects  established  a  position  of  "resource 
developer"  on  the  channeling  staff;  these  persons  also  devoted 
considerable  time  to  outreach  to  community  groups  and  service  agencies. 
Many  projects  also  assigned  screeners  to  this  activity,  particularly  in 
financial  control  sites  where  screening  volumes  were  reduced  while  intake 
was  temporarily  closed  except  for  medicaid  recipients.    Only  two  projects 
had  assigned  case  management  staff  to  specific  outreach  and  community 
relations  functions,  although  others  encouraged  all  staff  to  promote 
channeling  in  the  course  of  their  routine  activities,  and  at  least  one 
subsequently  assigned  specific  outreach  roles  to  case  managers.  Most 
projects  reported  this  public  information  and  community  relations  activity 
to  be  fruitful  in  terms  of  generating  referrals.    Often  this  activity  was 
combined  with  orienting  and  encouraging  agencies  to  provide  services  to 
channeling  clients,  particularly  when  the  contacts  were  being  made  with 
voluntary  organizations  and  service  clubs.     In  three  sites  outreach  staff 
of  the  host  agencies  included  in  their  general  activities  an  effort  to 
identify  potential  channeling  clients.     In  the  period  covered  by  this 
report,  no  projects  had  assigned  staff  to  do  direct  door-to-door 
outreach. 

All  channeling  projects  have  attempted  to  secure  media  coverage 
through  press  releases  designed  to  be  descriptive  and  informative.  Many 
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have  used  public  service  announcements  on  radio  and  TV,  and  have 
participated  in  radio  talk  shows  and  similar  activities.    Projects  have 
also  used  senior  center  newsletters,  church  bulletins,  Spanish  language 
newspapers  and  radio  stations,  and  other  specialized  outlets  in  an  attempt 
to  attract  isolated  elders  who  may  be  appropriate  for  channeling.  With 
two  exceptions,  site  staff  reported  that  media  activities  did  not  have  a 
substantial  impact  on  the  volume  of  referrals.    One  project  received 
extensive  media  attention  in  the  first  week  of  operations,  resulting  in  a 
very  large  number  of  self-  and  family-referrals.    More  recently,  a  full- 
page  newspaper  story  in  one  site  resulted  in  such  a  flood  of  referrals 
that  a  subsequent  article  was  placed  requesting  that  individuals  send 
postcards  rather  than  attempt  to  contact  the  screen  by  telephone.  Two 
reported  instances  of  negative  publicity  for  the  channeling  demonstration 
did  not  seem  to  result  in  reduced  referrals. 

Direct  mailings  to  potential  referral  sources  and  clients  were 
also  employed  in  several  sites.    Two  projects  have  worked  through  county 
medical  societies  to  reach  physicians:     one  arranged  for  the  society  to 
send  a  letter  about  channeling  to  500  of  its  members;  another  used  the 
medical  society's  newsletter  to  notify  physicans  about  channeling.  Two 
projects  developed  master  lists  of  churches  and  mailed  channeling 
information  to  them.    Public  program  recipient  lists  were  used  as  a  basis 
for  direct  mailings  to  potential  clients  in  two  sites  (medicaid  recipients 
in  one,  and  recipients  of  fuel  assistance  in  another).     None  of  the  direct 
mailing  approaches  reportedly  generated  a  large  number  of  appropriate 
referrals.    However,  it  should  be  noted  that  in  most  cases  it  is  difficult 
to  identify  a  causal  relationship  between  a  single  given  outreach  strategy 
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and  an  observed  rate  of  referrals,  as  opposed  to  the  broader  impact  of  the 
good  will,  knowledge,  and  community  understanding  that  results  from  such 
activities . 

No  great  differences  between  models  were  expected  in  the  areas  of 
identifying  and  setting  priorities  among  potential  referral  sources, 
negotiating  formal  or  informal  referral  agreements,  providing  orientation 
to  referral  sources,  and  interacting  with  referral  sources;  and  none  was 
detectable,  at  least  during  this  early  period.    Although  interviews 
indicated  that  finding  referral  sources  and  negotiating  referral 
agreements  was  facilitated  by  channeling's  expanded  service  package  in  the 
financial  control  sites,  the  availability  of  a  wide  range  of  services  was 
only  one  of  several  factors  that  stimulated  cooperation  on  the  part  of 
referral  sources.    A  tradition  of  good  relations  with  the  host  agency,  a 
desire  to  contribute  clients  to  the  research  sample,  and  personal  respect 
for  the  channeling  project  director  were  all  also  important — none  of  which 
was  unique  to  either  the  basic  case  management  or  the  financial  control 
projects. 

B.    DEVELOPING  RELATIONSHIPS  WITH  PROVIDERS  OF  CARE 

This  section  describes  the  mechanisms  used  to  select  formal 
providers  of  care  for  channeling  clients  and  the  methods  employed  to 
develop  and  enhance  relationships  with  formal  providers.     It  also  reviews 
the  project-level  activities  undertaken  to  develop  relationships  with 
volunteer  organizations  and  to  fill  gaps  in  the  long  terra  care  systems  at 
some  sites.    Detailed  discussions  of  specific  issues  concerning  staff-  and 
client-level  interaction  between  channeling  projects  and  formal  and 
informal  providers  are  contained  in  Chapters  V  and  VI  of  the  report. 
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1 .     Selecting  Formal  Providers  of  Care 

The  various  mechanisms  used  to  select  providers  to  deliver 
services  to  channeling  clients  ranged  from  formal  competitive  bidding 
systems  to  informal  "letters  of  agreement."    At  the  urging  of  DHHS,  all 
five  financial  control  projects  employed  some  form  of  open  bidding  process 
to  select  providers,  with  considerable  variation  in  the  nature  of  the 
procedures  adopted.    Less  formal  methods  were  utilized  to  select  the 
majority  of  providers  in  the  basic  case  management  sites.    However,  one 
basic  case  management  site  also  employed  competitive  bidding  to  select 
providers  to  receive  service  expansion  funds. 

In  one  financial  control  site,  22  agencies  providing  generally 
available  services  were  selected  through  competitive  bidding  but,  for 
services  where  there  was  limited  capacity  (e.g.,  companion/escort,  home 
delivered  meals,  respite),  providers  were  selected  through  negotiation. 
For  home  health  care,  which  was  one  service  where  a  bidding  process  was 
utilized  in  that  site,  the  project  offered  contracts  to  three  of 
approximately  25  home  health  care  agencies  in  the  area.    Two  of  the  three 
selected  agencies  were  proprietary  organizations  which  submitted  low 
bids.    They  were  chosen  despite  limited  experience  on  the  part  of  the 
channeling  project  and  its  host  agency  with  their  service  delivery 
capacity.    Project  personnel  at  this  site  felt  that  the  bidding  process 
would  make  providers  sensitive  to  complaints  about  service  quality  and  so 
were  prepared  to  select  providers  that  were  relatively  unknown  to  them. 
This  channeling  project  also  felt  that  its  status  as  a  private  non-profit 
agency  facilitated  timely  and  effective  bidding  and  provider  selection 
processes . 
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In  some  sites  where  the  host  agency  was  a  governmental 
organization,  the  competitive  bidding  process  was  constrained  by 
procurement  regulations.     For  example,  at  one  site,  competitive  bids  were 
sought  for  horaemaker,  personal  care,  housekeeping,  chore,  skilled  nursing, 
and  all  types  of  therapy.     The  local  procurement  laws  applicable  to  this 
project,  which  was  part  of  county  government,  required  selection  of  the 
lowest  bidders.     The  project  would  in  many  cases  have  preferred  the 
flexibility  to  award  simultaneous  contracts  to  both  a  low  bidder  (often  a 
less  experienced  proprietary  provider)  and  to  a  more  established  agency  to 
reduce  the  risk  of  dealing  with  a  single  relatively  untested  provider,  but 
were  precluded  from  doing  so.     County  regulations  in  this  site  did  not 
require  (but  did  not  preclude)  competitive  bidding  for  services  that  were 
available  through  county  agencies;  they  did  require  use  of  minority 
business  enterprises.     In  another  financial  control  site  with  a  county 
government  host  agency  the  channeling  project  was  constrained  from 
contracting  with  providers  that  were  not  also  under  contract  to  the 
county. 

Two  types  of  provider  agreements  were  used  by  channeling 
projects.     In  the  basic  case  management  model  sites,  which  used  nonbinding 
agreements  to  govern  referrals  to  providers,  the  agreements  typically 
covered  the  process  to  be  used  by  channeling  to  make  referrals;  procedures 
for  verification  of  service  delivery;  emphasis  on  the  role  of  the 
channeling  case  manager  as  the  central  coordinator  of  all  services  for 
channeling  clients;  and  procedures  for  follow-up  and  amendment  of  care 
plans.    For  financial  control  projects  (as  well  as  for  some  contracts 
using  service  expansion  funds  in  basic  case  management  projects),  the 
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agreements  usually  specified  services  to  be  provided;  definitions  of 
services  and  standard  units;  unit  rate  for  each  service  and  total  service 
units  (or  total  dollar  amount)  made  available  by  the  contract;  procedures 
for  receiving  authorization  to  provide  specific  services;  procedures  for 
amending  service  authorizations;  responsibility  on  the  part  of  the 
provider  to  communicate  with  the  channeling  project  regarding  service 
delivery  and  client  status;  and  billing  procedures  and  formats. 

The  agreements  reached  with  providers  in  most  channeling  sites, 
regardless  of  model,  were  generally  not  exclusive,  leaving  case  managers 
free  to  choose  providers  on  a  case-by-case  basis  when  multiple  providers 
were  available.    When  selecting  providers,  channeling  projects  were 
concerned  with  responsiveness  as  well  as  cost  and  reliability.  Interviews 
with  both  channeling  staff  and  providers  confirmed  the  historic  dominance 
of  non-profit  providers  in  the  delivery  of  community-based  long  term  care 
services  in  the  channeling  sites.    Since  established  providers  tended  to 
have  well  developed  referral  networks,  nonprofit  providers  were  likely  to 
have  longer  waiting  lists  than  the  proprietary  agencies.    The  latter 
tended  to  be  less  well  established  and  have  shorter  waiting  lists,  in  part 
because  until  recently  proprietary  home  health  providers  in  most  states 
were  not  certified  to  serve  medicare  participants.     In  principle,  the 
problem  of  provider  waiting  lists  could  be  overcome  through  negotiation  of 
agreements  with  providers  to  accept  channeling  clients  on  a  priority 
basis.    However,  the  channeling  projects  have  not  generally  emphasized 
such  priority  service  arrangements.     In  financial  control  sites,  the 
contract  mechanisms  may  have  lessened  the  emphasis  on  such  arrangements, 
but  most  of  the  basic  case  management  projects  did  not  report  pursuing 
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priority  service  arrangements  either.    One  basic  case  management  project 
did  attempt  to  negotiate  priority  agreements  for  its  clients,  but  with 
mixed  results;  one  financial  control  project  reported  that  its  clients 
received  a  relatively  low  priority  compared  to  those  of  other  agencies 
because  it  reimbursed  providers  at  medicaid  rates  rather  than  at  the 
higher  medicare  reimbursement  levels. 
2 .    Provider-Channeling  Project  Relations 

Provider  attitudes  toward  channeling  at  the  various  sites  ranged 
during  the  early  period  of  project  operations  from  enthusiastic  support  to 
grudging  tolerance.     Since  channeling  projects  are  grounded  in  the  idea 
that  existing  delivery  systems  can  be  improved,  it  is  not  surprising  that 
some  providers  have  felt  threatened  by  them.     In  addition,  the  research 
requirements  of  the  demonstration  were  sometimes  unwelcome,  unfamiliar,  or 
misunderstood  departures  from  the  norms  of  service  delivery.  Furthermore, 
relationships  were  sometimes  strained  by  feelings  on  the  part  of 
channeling  projects  that  some  providers  were  performing  inadequately,  as 
well  as  similar  feelings  on  the  part  of  some  providers  with  respect  to 
channeling.    Early  provider  reactions  to  channeling  to  some  extent  seemed 
to  reflect  market  conditions  in  the  service  delivery  system.     In  general, 
less  resistance  was  evident  in  sites  where  the  scope  of  channeling  and  the 
availability  of  services  were  small  relative  to  the' demand  for  service; 
some  smaller  or  newer  providers  also  expressed  the  view  that  receiving 
referrals  from  channeling  would  help  them  become  better  established  within 
the  larger  service  system. 

There  were  general  problems  relating  to  project  implementation 
which  affected  project  relations  with  providers.    For  example,  delays  in 
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project  start-up  and  in  the  approval  to  use  service  expansion  monies 
adversely  affected  relations  with  some  providers  at  some  of  the  basic  case 
management  sites.    A  few  providers  at  some  financial  control  sites 
reported  initial  delays  of  as  much  as  three  months  in  reimbursement. 
While  this  did  not  create  insurmountable  cash  flow  problems  because  it 
involved    relatively  few  clients  for  most  of  these  providers,  the  delays 
in  payment  were  perceived  by  the  affected  providers  as  evidence  of  poor 
management  practices  and  as  a  potentially  important  issue  in  further 
channeling  project-provider  relationships,  if  not  quickly  resolved. 
Several  providers  felt  that  improvement  in  channeling  project 
communications  with  providers  would  improve  working  relationships  between 
the  two  groups.    At  several  sites  in  both  models,  providers  stated  that 
they  had  not  received  written  materials  describing  channeling  and  its 
objectives,  or  that  such  communications  were  not  informative.  These 
reported  problems  appeared  to  have  had  little  discernible  effect  on  the 
actual  provision  of  service  to  channeling  clients  in  the  early  stage  of 
project  operations. 

In  addition  to  the  concerns  expressed  by  providers  regarding  early 
channeling  project  performance,  the  perception  of  some  channeling  projects 
that  individual  provider  agencies  were  not  performing  according  to 
expectations  also  strained  relationships.    Another  issue  that  arose 
involved  financial  control  project  choices  about  contracting  with 
proprietary,  nonprofit,  or  public  agencies.    Channeling  staff,  as  well  as 
public,  non-profit  and  proprietary  providers,  often  mentioned  this  from 
different  perspectives,  usually  involving  trade-offs  between 
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responsiveness,  cost,  staff  qualifications,  supervision  and  quality  of 
service. 

A  structural  feature  of  channeling  projects  that  seems  to  have  had 
a  positive  effect  on  provider  relations  is  the  inclusion  of  providers  on 
the  channeling  project  advisory  committees  described  earlier.  Several 
channeling  projects  emphasized  the  importance  of  active  provider 
involvement  in  an  advisory  committee.    When  providers  had  some  influence 
on  the  development  of  channeling  policies  they  were  perceived  to  "buy 
into"  the  project  and  become  proponents  of  channeling  in  the  community. 
This  seems  to  have  happened  to  the  greatest  extent  where  they  were 
involved  in  the  earliest  stages  of  project  development.  Also, 
participation  on  channeling  advisory  committees  was  cited  by  several 
providers  as  important  in  improving  relations  among  providers  by  offering 
a  forum  in  which  they  could  exchange  information.    A  second  factor  that 
has  contributed  to  successful  provider  relations  in  some  communities  is 
the  existence  of  a  predecessor  project  which  brought  providers  together  in 
a  common  effort.     Such  projects  were  noted  in  at  least  five  sites  as 
having  developed  a  spirit  of  cooperation  among  providers  which  was  useful 
in  implementing  the  channeling  project. 
3.     Service  Gaps  and  System  Changes 

The  service  gaps  identified  in  the  different  channeling  sites  are 
remarkably  similar.     In  almost  all  sites,  respite  care,  demand-responsive 
transportation,  home  delivered  meals,  and  reliable  homemaker  and  personal 
care  services  were  judged  to  be  limited.    With  respect  to  homemaker  and 
personal  care  services,  in  many  sites  the  reported  problem  was  not  so  much 
that  the  services  were  not  available,  but  that  those  which  were  available 


86 


did  not  meet  the  standards  of  case  managers.     In  many  cases  long  waiting 
lists  or  long  waiting  time  for  publicly  supported  services  were  reported 
to  be  limiting  access  to  these  services,  particularly  homemaker  and  home 
delivered  meals.    Other  services  mentioned  at  more  than  one  site  as 
absent,  or  as  present  in  insufficient  amounts,  included  housing  for  low 
income  elderly,  and  escort  or  companion  services.    These  gaps  in  service 
may  limit  the  ability  of  channeling  projects  to  arrange  heeded  services, 
but  may  also  present  opportunities  for  channeling  to  fill  gaps,  stimulate 
alternatives,  or  facilitate  the  expansion  of  some  services. 

While  the  scope  of  channeling  agency  activity  relative  to  the 
totality  of  services  delivered  by  health  and  social  services  providers  is 
small  in  most  channeling  sites,  it  nevertheless  appears  that  channeling 
projects  have  affected  specific  service  providers  in  some  instances, 
particularly  when  those  agencies  had  not  previously  been  major  providers 
of  in-home  care.    For  example,  channeling  projects  in  several  of  the 
financial  control  project  communities  have  apparently  helped  some 
providers  of  skilled  nursing,  homemaker  and  personal  care  services  grow 
and  become  a  more  visible  part  of  the  delivery  system;  in  several  sites 
in-home  care  providers  reported  that  channeling  clients  represented  a 
large  proportion  (50  percent)  of  their  agency's  business  and  that  caring 
for  these  clients  had  required  the  addition  of  new'  staff. 

The  manner  in  which  one  basic  case  management  channeling  project 
has  chosen  to  spend  a  portion  of  its  service  expansion  funds  (see  part  C 
of  this  chapter)  illustrates  a  second  way  in  which  channeling  may  act  to 
influence  and  fill  service  gaps  in  the  existing  delivery  system. 
Organizations  were  invited  to  submit  proposals  to  design  a  companion 
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program  for  clients  and  a  program  to  coordinate  volunteers,  with  funding 
provided  by  service  expansion  monies.     If  these  activities  are  successful, 
the  delivery  system  at  the  site  could  be  affected. 
4.     Identifying  and  Engaging  Informal  Providers  and  Volunteers 

Efforts  to  identify  and  engage  informal  supports — such  as  family, 
friends  and  neighbors — are  generally  carried  out  at  the  case  manager  level 
at  all  sites  (see  Chapter  VI),  with  some  support  and  direction  provided  at 
the  project  level;  efforts  to  engage  volunteer  organizations,  in  contrast, 
are  more  often  the  result  of  project-level  decisions  and  activities.  The 
different  projects  have  developed  quite  different  approaches  to  engaging 
volunteer  organizations  for  the  provision  of  services  to  channeling 
clients.    As  noted  above,  one  project  has  issued  an  RFP  for  an  agency  to 
coordinate  volunteer  activities,  and  four  projects  have  staff  who  play  the 
role  of  "resource  developer,"  devoting  a  considerable  proportion  of  their 
effort  to  this  task. 

At  the  time  of  our  visits,  most  projects  had  only  begun  to 
undertake  these  resource  development  efforts.    The  potential  of  these 
efforts  is  suggested  by  a  partial  list  of  activities  undertaken  by  one 
project  which  placed  considerable  early  emphasis  on  resource 
development:     a  survey  of  churches  to  identify  resources,  an  information 
fair  to  uncover  volunteer  organizations,  an  informal  support  subcommittee 
of  the  channeling  project  advisory  council  to  provide  direction, 
interviews  with  informal  supports  to  determine  needs  that  volunteers  might 
fill  (e.g.,  respite),  the  development  of  a  handbook  of  resources  and 
volunteer  organizations  for  use  by  informal  caregivers,  the  establishment 
of  a  "resource  drawer"  for  case  managers  to  use  in  contacting  volunteer 
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organizations,  and  the  solicitation  of  funds  and  volunteer  time  from 
community  service  organizations. 

The  types  of  organizations  reportedly  contacted  by  resource 
developers  included  high  school  service  groups,  college  fraternities  and 
sororities,  the  Boy  Scouts,  churches,  and  the  Chamber  of  Commerce.  These 
organizations  were  used  to  provide  such  services  as  escort,  shopping, 
companionship,  transportation,  chore,  and  telephone  reassurance.  Projects 
that  do  not  have  a  staff  position  of  the  resource  developer  type  appear  to 
devote  far  less  time  to  the  development  of  contacts  with  volunteer 
organizations  tending,  rather,  to  rely  on  relationships  the  host  agency 
has  already  developed.     Organized  sources  of  informal  care  have  proven 
useful  in  providing  emergency  assistance  or  friendly  visiting  to  some 
clients.    However,  many  case  managers  believe  that  organized  informal 
caregivers  are  often  limited  in  the  services  they  can  offer  and  require 
considerable  effort  to  work  with  effectively. 

C.     SERVICE  EXPANSION  FUNDS  AND  THE  FUNDS  POOL 

At  the  same  time  service  agreements  were  being  established  with 
formal  providers  of  care,  state  and  site  channeling  staff  were  instituting 
procedures  for  accessing  funds  and  reimbursing  for  services.  These 
activities  are  described  below,  for  both  basic  case  management  and 
financial  control  projects. 

1 .    Implementation  of  Service  Expansion  Funds  in  Basic  Case  Management 
Sites 

Each  of  the  basic  case  management  model  sites  received  an  award  of 
$250,000  from  DHHS  to  be  used  for  service  expansion  and  gap-filling  over 
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1/ 

the  duration  of  the  project.        The  Intent  of  this  award  was  to  make  a 

small  amount  of  funds  available  to  each  of  the  projects  for  use  in  filling 

gaps  in  the  existing  service  system,  stimulating  the  development  of 

innovative  low  cost  alternatives  to  existing  services,  and  providing 

respite  to  informal  caregivers. 

Three  of  the  states  with  basic  case  management  projects 

implemented  provisions  to  augment  the  federal  service  expansion  funds. 

Kentucky  provided  $250,000  to  match  the  federal  funds,  resulting  in  a 

2/ 

total  of  $500,000  being  available  to  the  Eastern  Kentucky  site.-     In  New 
Jersey,  the  state  health  department  awarded  $50,000  to  the  project, 
bringing  the  total  to  $300,000.     In  Maine,  the  state  arranged  to  have  its 
Home  Based  Care  Act  (HBCA)  funds  used  for  some  channeling  clients,  with 
the  national  demonstration's  service  expansion  funds  to  be  used  only  for 
circumstances  in  which  HBCA  funds  were  not  available.    Although  HBCA  funds 
are  not  under  the  direct  control  of  the  channeling  project  in  the  same  way 
as  the  service  expansion  funds  (and  are  available  also  to  nonchanneling 
clients),  the  effect  has  been  to  expand  the  availability  of  gap-filling 
services  to  channeling  clients. 

At  the  time  of  our  visits  to  the  basic  case  management  sites,  only 
one  had  implemented  the  service  expansion  funds  program.    As  of  the 
writing  of  this  report,  some  of  the  projects  have  only  been  using  service 


Texas  did  not  receive  such  funding  in  its  original  contract,  but 
service  expansion  funds  were  subsequently  added. 

2/ 

This  was  later  adjusted  to  $125,000  from  each  source,  for  a 
total  of  $250,000.    Subsequent  to  the  drafting  of  this  report,  a  similar 
arrangement  was  instituted  for  the  Maryland  site,  under  the  Gateway  II 
program. 
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expansion  funds  for  three  to  four  months,  and  consequently  have  not  served 
a  large  number  of  people  or  expended  a  signf leant  amount  under  this 
program.     Because  the  bulk  of  our  information  predates  the  active 
expenditure  of  those  resources,  it  is  too  early  to  provide  more  than  a 
preliminary  description  of  how  projects  planned  to  use  service  expansion 
funds,  along  with  some  limited  early  uses. 

a.    Uses  of  Service  Expansion  Funds. 

Each  of  the  projects  developed  priorities  for  the  use  of  service 
expansion  funds,  focusing  both  on  types  of  services  and  types  of 
clients.     Clients  commonly  seen  as  priorities  for  services  paid  through 
these  funds  were  those  in  a  life-  or  safety-threatening  situation  or  at 
immediate  risk  of  institutionalization;  those  who  need  medicaid- 
reimbursable  services  but  are  not  eligible  for  medicaid;  and  those 
eligible  for  medicaid  who  need  services  that  are  not  medicaid 
reimbursable. 

In  general,  service  expansion  funds  were  earmarked  to  compensate 
for  lack  of  channeling  client  access  to  services  normally  available  in  the 
services  area — because  of  waiting  lists,  pending  eligibility,  emergencies, 
or  other  special  limitations.    For  instance,  home-delivered  meals  are  not 
available  in  some  cases  if  clients  live  off  the  main  routes  in  rural 
areas;  one  project  is  using  service  expansion  funds  to  provide  such 
meals.     In  another  site,  where  there  are  long  waiting  lists  for  homemaker 
and  home  health  aide  services,  service  expansion  funds  are  used  for  those 
services.     In  yet  another  site,  in  an  effort  to  stimulate  the  use  of 
volunteers,  they  reimburse  them  for  out-of-pocket  expenses  such  as  travel 
costs.    Other  types  of  services  considered  appropriate  for  service 
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expansion  fund  expenditures  typically  include  respite  services  for 
informal  caregivers;  medical  or  specialized  equipment  (e.g.,  wheelchair, 
raised  toilet  seat,  grab  bar);  and  chore  and  home  repair  services  (e.g., 
fixing  plumbing,  installing  ramp). 

b.  Administration  of  Service  Expansion  Funds. 

The  common  practice  in  these  sites  is  for  the  channeling  project 
director  to  retain  final  approval  authority  for  authorization  of  service 
expansion  funds.     In  one  project  where  case  management  is  subcontracted,  a 
supervisor  within  the  subcontract  agency  has  authority  to  approve  service 
orders  using  service  expansion  funds,  but  this  is  still  subject  to 
oversight  by  the  project  director. 

Because  of  the  emphasis  in  basic  case  management  sites  on 
coordinating  existing  community  resources  and  enhancing  informal  supports, 
as  well  as  the  limited  amount  of  available  funding,  strict  criteria  for 
approval  of  service  expansion  funds  authorizations  have  been 
established.    Generally,  case  managers  need  to  show  that  no  other  source 
of  funding  or  services  is  available,  that  no  other  type  of  services  could 
meet  the  client's  need,  and  that  the  service  being  requested  is  essential 
to  the  client's  health  or  physical  safety.    Even  in  these  cases,  use  of 
service  expansion  funds  is  often  supposed  to  be  limited  in  duration. 

Each  of  the  five  basic  case  management  projects  uses  a  system  of 
written  service  authorizations  to  initiate  services  funded  in  this  manner 
with  providers.     In  some  of  them  only  formal  provider  agencies  are  used; 
in  the  others  both  provider  agencies  and  individual  contractors  are 
used.     In  addition  to  the  written  service  order,  it  is  general  practice  to 
provide  a  standard  invoicing  form  to  providers  for  billing  purposes.  When 
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providers  submit  bills,  they  are  verified  by  case  managers,  then  processed 
for  payment.     In  two  sites  the  channeling  project  director  is  responsible 
for  making  the  payments  to  providers  through  an  account  separate  from  host 
agency  fiscal  operations.    In  the  other  sites,  the  payments  are  processed 
through  the  host  agency  fiscal  operation. 

In  order  to  control  expenditures  of  service  expansion  funds,  the 
projects  reported  keeping  logs  of  encumbrances  based  on  approved  service 
orders,  which  are  in  addition  to  the  strict  approval  criteria  and  standard 
accounting  procedures  of  the  state  and  host  channeling  agencies. 

As  noted,  projects  had  had  little  experience  with  the  use  of 
service  expansion  funds  at  the  time  of  our  visits,  and  the  administration 
and  uses  of  these  funds  may  well  change  over  time.    The  experience  of  one 
project  which  has  already  revised  its  plans  suggests  some  factors  that  may 
influence  this  feature  of  the  basic  case  management  model.     This  project's 
original  plan  for  service  expansion  funds  contained  a  number  of  priority 
categories  (clients  to  be  deinstitutionalized,  clients  ineligible  for 
medicaid,  clients  needing  services  not  covered  by  medicaid),  to  each  of 
which  specific  amounts  of  service  expansion  funds  were  allocated.  All 
authorizations  had  to  fit  within  one  of  the  priority  categories,  and  had 
to  be  approved  by  the  project  director.    This  plan  was  subsequently 
altered  to  make  the  service  expansion  funds  program -more  flexible,  to 
enable  case  managers  to  incorporate  services  funded  this  way  at  the 
beginning  of  the  care  planning  process  (rather  than  at  the  end,  after 
exploring  existing  services)  and  to  compensate  for  cutbacks  in  other 
community  service  funding.    This  was  also  expected  to  result  in  greater 
incentives  for  referral  sources  to  make  referrals  to  channeling.  The 
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revised  plan  called  for  a  fixed  monthly  proportion  of  the  service 
expansion  funds  to  be  allocated  to  each  of  the  case  managers  based  on 
their  active  caseloads,  to  be  used  at  the  discretion  of  the  case  managers 
to  reimburse  services  for  current  and  new  clients.    The  authorizations 
must  still  be  approved  by  the  project  director,  but  there  are  no  longer 
either  priority  categories  or  limitations  on  expenditures  of  service 
expansion  funds  within  specific  categories. 

2.     Implementation  of  the  Funds  Pool  and  the  Average  Per  Client  Cap  in 
Financial  Control  Sites 

Implementation  of  reimbursement  mechanisms  in  the  financial 

control  sites  involved  two  key  elements  of  the  design  for  this  model  of 

channeling:     the  funds  pool,  which  combines  resources  from  medicare, 

medicaid  and  other  public  programs  to  purchase  services  for  channeling 

clients;  and  the  average  per  client  expenditure  cap,  which  limits  project 

expenditures  for  the  full  caseload  to  60  percent  of  the  cost  of  nursing 

home  care. 

Four  of  our  five  visits  to  financial  control  sites  took  place 
before  final  decisions  had  been  made  on  the  composition  of  the  funds 
pool.    Also,  at  the  time  of  our  site  visits  very  little  experience  had 
been  gained  in  making  payments  either  from  states  to  sites  or  from  the 
channeling  projects  to  providers.     For  the  most  par.t,  the  automated 
financial  control  system  was  not  yet  in  full  use.     Therefore,  as  with  the 
service  expansion  funds,  this  section  contains  only  a  preliminary 
description  of  how  the  funds  pool  and  the  average  per  client  expenditure 
cap  were  implemented. 
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a.     Implementation  of  the  Funds  Pool. 

A  major  component  of  the  financial  control  channeling  intervention 

is  the  mechanism  through  which  the  state  and  federal  governments 

contribute  to  a  pool  of  funds  for  client  services.    As  described  in 

Chapter  II,  the  principal  objectives  of  this  funds  pool  are  to  enable  case 

managers  to  choose  services  independent  of  funding  source  and  eligibility, 

to  unite  categorical  funding  streams,  and  to  reinforce  interagency 

collaboration.     The  funds  pool  is  intended  to  enable  case  managers  to  make 

a  better  match  between  a  client's  needs  and  services,  unconstrained  by  the 

limitations  of  whatever  programs  a  given  client  would  ordinarily  be 

eligible  for.    Sixty  percent  of  the  total  projected  funds  pool  budget  is 

1/ 

underwritten  by  HCFA  through  medicare  (Section  222)  waivers.  The 
remaining  40  percent  of  the  funds  is  contributed  through  sources 
administered  by  state  and  local  government,  primarily  state  medicaid 
programs . 

To  develop  the  funds  pool  budget,  the  projects  estimate  the 
expected  number  of  client  days  in  a  given  budget  period.     This  figure  is 
multipled  by  the  average  per  client  cap — calculated  for  each  site  at  60 
percent  of  the  average  of  medicaid  rates  for  SNF  and  ICF  care  in  the 
demonstration  area — to  arrive  at  the  funds  pool  budget  for  that  period. 

Based  on  the  estimated  budget  for  services  and  the  60  percent 
share  of  costs  assumed  by  medicare,  each  state  had  to  make  arrangements 


~~  The  original  medicare  share  was  to  be  40  percent,  but  it  was 

increased  to  60  percent  because  of  the  higher  than  expected  participation 

of  medicare-only  (as  opposed  to  medicare-medicaid )  clients  in  the 
channeling  projects. 
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for  funds  administered  by  state  and  local  government  to  be  made  available 

to  meet  the  40  percent  state  and  local  share.    The  procedure  usually 

followed  to  determine  proportional  contributions  from  state  and  local 

programs  to  the  funds  pool  was  first  to  determine  how  much  Title  III 

(Older  Americans  Act),  social  services  block  grant  (formerly  Title  XX),  or 

other  funds  could  be  made  available.    The  balance  of  funds  necessary  to 

1/ 

reach  the  40  percent  share  was  then  attributed  to  medicaid.        In  all 
cases,  medicaid  is  the  largest  contributor  to  the  state  and  local  share  of 
the  funds  pool.     Table  IV. 1  describes  the  funds  pool  arrangements  in  each 
of  the  financial  control  states  for  the  current  program  year. 

Mechanisms  for  accessing  the  funds  pool.     States  draw  advances  of 
medicare  funds  on  a  monthly  basis  from  the  HCFA  Office  of  Direct 
Reimbursement  (ODR).        The  states  notify  ODR  of  the  number  of  active 
client  days  for  a  given  month,  and  ODR  advances  an  amount  equal  to  the 
medicare  share  of  the  maximum  that  can  be  spent  under  the  cap.    A  similar 
mechanism  is  used  in  three  of  the  states  to  draw  on  the  medicaid  portion 


1/ 

Note  that  the  "state"  medicaid  share  includes  the  normal  federal 
matching  funds  under  the  medicaid  program. 


As  noted  earlier,  the  state  share  was  originally  60  percent,  and 
the  financial  control  state  funds  pool  arrangements  were  negotiated  based 
on  a  60  percent  share.    When  the  share  was  reduced  to  40  percent,  the 
general  effect  was  to  reduce  the  state  medicaid  program's  share  of  the 
pool,  while  leaving  the  contribution  of  other  sources  of  funds  unchanged. 


Due  to  slower  caseload  buildup  than  was  anticipated  in  the 
original  calculation  of  the  budget,  HHS  at  the  time  covered  by  this 
discussion  was  considering  modification  of  these  procedures  which  would  / 
call  for  quarterly  advances  based  on  historical  spending  rates,  once 
previous  advances  have  been  exhausted. 
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TABLE  IV.  1 


SOURCES  OF  FUNDS  FOR  THE  STATE'S  SHARE  OF  THE  FUNDS  POOL 
FOR  THE  CURRENT  PROGRAM  YEAR 
(percent) 


Social  Services 
Medicaid    Title  III       Block  Grant  Other  Total 


Florida 

85 

15 

100.0 

Massachusetts 

75 

25^/  100.0 

New  York 

95  y 

5b/ 

100.0 

Ohio 

67.5 

sJ 

sJ 

100.0 

Pennsylvania 

92 

8 

100.0 

NOTE:     States  contribute  40  percent  of  the  total  funds  pool.  The 
percentages  shown  represent  the  percent  of  the  40  percent  state 
contribution  to  be  paid  by  each  of  the  state  and  local  funding  sources. 


a/ 

The  Massachusetts  Home  Care  Program  is  the  funding  source. 

b/ 

The  Rensselaer  County  Department  on  Aging  has  contributed 
$18,630  value  of  Title  III  funded  services,  which  is  estimated  to  be  5 
percent  of  the  pool  for  the  first  year. 

c/ 

Service  units  with  a  value  of  32.5  percent  of  the  funds  pool  for 
the  first  year  have  been  set  aside  for  channeling  clients.    These  service 
units  are  jointly  funded  by  county  welfare  and  the  AAA,  with  a  combination 
of  Title  III  and  social  service  block  grant  funds.. 
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of  the  pool.     The  projects  bill  medicaid  for  the  medicaid  share  of  maximum 

expenditures  under  the  cap  for  each  medicaid-eligible  individual  being 

served  for  the  month,  and  the  medicaid  programs  advance  funds  to  the 
U 

projects.        Both  this  mechanism  for  medicaid  advances,  and  the  similar 
one  for  medicare  advances,  could  result  in  advances  that  exceed  the  actual 
costs  of  care  plans  if  they  average  less  than  the  cap;  for  that  reason 
quarterly  or  semiannual  retrospective  adjustments  will  be  made  to  reflect 
the  actual  service  costs  for  these  periods. 

Two  states  reimburse  projects  based  on  actual  expenditures.  In 
one  state,  the  project  bills  the  state  lead  agency  for  the  medicaid  (and 
the  Title  III)  portion  of  the  funds  pool.     Instead  of  the  system  of 
advances  used  at  other  sites,  the  project  submits  copies  of  service  orders 
and  provider  invoices  after  the  fact,  the  state  reimburses  the  project  for 
actual  incurred  costs  for  services,  and  allocates  service  costs  to  the 

medicaid  or  Title  III  portions  of  the  funds  pool  based  on  eligibility  as 

2/ 

noted  in  the  service  orders. —     Another  project  also  bills  the  state 
medicaid  agency  for  funds  expended.    A  report  of  all  expenditures 
regardless  of  funding  source  is  sent  to  the  state,  which  then  reimburses 
the  project  according  to  the  medicaid  share  of  the  funds  pool; 


1/ 

Under  new  procedures  in  all  financial  control  sites  for 
financing  the  shares  of  the  funds  pool,  if  insufficient  medicaid-eligible 
individuals  are  being  served  to  earn  the  full  portions  of  the  pool  shared 
by  medicaid,  eligibility  will  be  temporarily  attributed  under  waiver 
authority  to  an  additional  set  of  clients. 

U 

As  of  this  writing,  changes  were  in  process  to  permit  reliance 
on  a  medicaid  eligibility  report  produced  from  the  automated  financial 
control  system  (FCS)  for  the  state's  use. 
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reimbursement  is  thus  based  on  a  percentage  of  all  incurred  costs,  rather 
than  allocated  on  the  basis  on  individual  client  eligibility. 

Non-medicaid  portions  of  the  state  share  of  the  funds  pool  are 
made  available  to  the  channeling  projects  through  the  host  agency  in  two 
states.    As  noted  above,  two  other  states  make  service  units  available  as 
part  of  the  funds  pool,  rather  than  cash.    In  these  states,  the  service 
units  are  set  aside  for  channeling  clients  through  contracts  between  the 
host  channeling  agencies  and  providers.    The  channeling  projects  access 
the  service  units  by  issuing  service  orders  to  the  providers.  Since 
channeling  does  not  technically  purchase  these  services,  the  providers 
send  copies  of  invoices  to  the  channeling  project  as  evidence  that  the 
service  units  have  been  provided,  but  original  invoices  are  sent  to  the 
funding  program  which  actually  pays  the  provider. 

Statutory  or  regulatory  changes  necessary  to  implement  the  funds 
pool.    Relatively  few  statutory,  regulatory,  or  administrative  actions 
were  necessary  for  states  or  projects  to  implement  the  funds  pool  or 
mechanisms  for  making  funds  available  to  either  the  project  or  to 
providers.     In  no  case  did  the  required  actions  delay  implementation  of 

the  channeling  projects.     In  New  York,  state  legislation  was  required  in 

1/ 

order  to  implement  the  channeling  project,      and  the  county  legislature 
had  to  vote  to  accept  the  federal  grant  and  to  make  county  medicaid  funds 
available  to  the  channeling  project.     In  Florida,  legislative  action  was 
necessary  to  transfer  funds  from  the  state  medicaid  account  to  the  state 


1/ 

Similar  legislation  had  been  required  for  the  earlier  Monroe 
County  ACCESS  Demonstration  in  New  York. 
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Community  Care  for  the  Elderly  line  item  in  the  Aging  and  Adult  Services 
budget  to  make  medicaid  funds  available  to  the  funds  pool.    In  Ohio  and 
Pennsylvania,  the  state  legislatures  had  to  give  formal  approval  for  the 
receipt  of  federal  funds.     In  Massachusetts,  no  statutory  or  regulatory 
actions  were  reportedly  required. 

Mechanisms  for  provider  reimbursement.    Each  of  the  financial 
control  projects  uses  standarized  procedures  for  provider  reimbursement. 
Providers  invoice  at  least  monthly  and  their  bills  are  checked  against 
service  order  amounts  authorized  by  the  case  managers,  using  a  "service 
order  balance"  report  generated  by  the  automated  financial  control  system 
(FCS)  for  verification.     Inconsistencies  are  checked  with  case  managers, 
since  in  some  cases  verbal  authorizations  for  changes  in  the  pattern  of 
delivery  might  have  been  given  and  the  written  service  order  modification 
might  not  yet  have  been  entered  in  the  FCS.    Once  verified  and  approved, 
the  provider  invoices  are  forwarded  to  the  fiscal  unit  (generally  the  host 
agency  fiscal  unit),  where  actual  payments  to  the  providers  are  issued. 

Early  in  the  operations  of  the  financial  control  sites,  as  noted, 
some  delays  in  provider  reimbursement  were  encountered.    These  reportedly 
resulted  partly  from  provider  unf amiliarity  with  the  invoicing  process, 
and  partly  from  project  delays  in  receiving  payments  from  the  states. 
These  problems  seem  to  have  been  corrected,  and  provider  reimbursement  was 
generally  reported  to  be  proceeding  smoothly  by  channeling  staff,  although 
some  providers  expressed  concern  about  the  late  payments,  as  reported 
above . 
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b.    Implementation  of  the  Average  Per  Client  Cap. 

Another  critical  component  of  the  financial  control  intervention 
is  the  average  per  client  expenditure  cap.     Since  the  funds  pool 
effectively  eliminates  many  of  the  cost  limiting  features  of  the  existing 
programs,  the  cap  is  intended  to  impose  an  overall  limit  on  service 
expenditures  for  channeling  cases.    On  an  annual  basis,  average 
expenditures  per  client  cannot  exceed  60  percent  of  the  average  medicaid 
rates  for  SNF  and  ICF  care  in  each  site.    Table  IV. 2  shows  the  per  diem 
cap  rates  for  each  site. 

One  issue  during  the  development  of  the  financial  control  model 
was  the  extent  to  which  DHHS,  state  lead  agencies,  and  host  channeling 
agencies  would  be  "at  risk"  if  actual  service  expenditures  of  one  or  more 
of  the  channeling  projects  exceeded  the  average  per  client  cap.  In 
general,  state  and  site  project  staff  reported  that  the  procedures  for 
monitoring  expenditures  in  relation  to  the  cap  made  it  virtually 
impossible  for  them  to  over-expend.    Ensuring  that  obligations  of  funds 
for  client  services  do  not  exceed  the  cap  on  average  service  expenditures 
is  an  important  management  concern,  because  service  funds  are  being 
obligated  through  the  actions  of  a  number  of  individual  case  managers 
making  clinical  decisions  about  the  most  appropriate  ways  to  meet  client 
needs,  rather  than  through  a  single  controller  or  fiscal  manager.  For 
that  reason,  these  five  projects  rely  on  a  financial  control  system  (FCS) 
developed  to  facilitate  management  of  the  project  budget  at  several 
levels:     by  assisting  individual  case  managers  to  see  the  cost 
implications  of  their  actions  vis-a-vis  their  own  caseloads;  by  assisting 
supervisors  to  compare  care  planning  and  service  ordering  patterns  among 
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Table  IV. 2 

Sixty  Percent  of  the  Average  SNF/ICF  Per  Diem 
Rate  at  Financial  Control  Sites 
(dollars) 


Site 

 —  —i  

Rate  — ' 

Florida 

21.05 

Massachusetts 

29.32 

New  York 

30.99 

• 

Ohio 

23.14 

Pennsylvania 

26.13 

Rates  are  reported  as  of  December  1982. 

case  managers;  and  by  giving  project  managers  frequent  feedback  on  the 
cumulative  effects  of  service  authorizations  against  the  projected  total 
budget  and  against  budgeted  amounts  for  specific  types  of  services. 

The  FCS  is  a  semi-automated  system,  for  which  case  managers 
generate  much  of  the  input  information:     client  identifying  information, 
client  status  information,  care  plan  and  program  year  cost  calculations, 
service  orders,  and  service  order  modifications.    Based  on  this  input,  the 
automated  portion  of  the  FCS  produces  a  series  of  reports,  including  a 
budget  control  report  showing  projected  program  year  costs  as  a  percentage 
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of  the  average  SNF/ICF  rate  for  the  project  area.-     Case  managers  use 

this  report  to  track  the  costs  of  care  plans  of  clients  on  their  caseloads 

in  relation  to  the  average  per  client  cap  of  60  percent  of  the  SNF/ICF 
2/ 

rate.        Another  report — the  service  order  balance  report — is  designed  to 
summarize  for  each  client  the  services  authorized,  services  used  (based  on 
provider  invoices)  and  units  remaining  on  outstanding  service 
authorizations . 

Supervisors  reported  finding  the  budget  control  report  a  useful 
management  tool.    Another  report  used  for  this  purpose  is  the  case  manager 
resource  use  report,  which  shows  for  each  case  manager  the  number  of  units 
and  costs  of  services  for  each  type  of  service  order.    This  report  assists 
supervisors  to  monitor  use  of  specific  types  of  services  by  individual 
case  managers. 

Reports  from  the  financial  control  system  are  also  used  for  a 
number  of  related  management  tasks.    These  include  checking  provider 
invoices  against  service  authorizations  prior  to  processing  payments; 
maintaining  logs  of  client  cost  sharing  payments;  and  reporting  service 
costs  to  ODR  (quarterly)  and  to  state  medicaid  agencies  (monthly). 


In  February  1983  the  FCS  was  enhanced  to  produce  an  additional 
report  showing  cost  estimates  as  a  percentage  of  the  SNF/ICF  rate  for  the 
period  covered  in  the  actual  care  plan,  which  might  be  less  or  greater 
than  the  program  year  period. 

2/ 

As  discussed  in  Chapter  VI,  case  managers  were  approaching  care 
plan  cost  monitoring  from  the  perspective  of  the  60  percent  cap  on  average 
expenditures,  rather  than  the  actual  85  percent  limit  on  expenditures  for 
any  individual  (which  can  be  exceeded  with  prior  state  approval)  that  was 
built  into  the  design  (described  in  Chapter  II). 
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As  noted  above,  projects  were  just  beginning  to  use  the  financial 
control  system  when  the  first  round  of  site  visits  was  conducted.     In  some 
sites  the  first  set  of  provider  invoices  had  not  yet  been  processed,  and 
thus  some  types  of  output  reports  were  not  available.    Also,  most  case 
managers  and  project  management  staff  did  not  feel  they  had  used  FCS 
reports  enough  yet  to  comment  on  how  useful  all  of  them  would  be  for 
agency  management.     In  addition,  since  the  site  visits  a  number  of  changes 
and  enhancements  in  the  FCS  have  been  implemented.    Given  this  limited 
experience,  it  is  too  early  to  assess  the  actual  use  of  the  FCS  by 
financial  control  project  staff. 

D.     CLIENT  COST-SHARING  PROCEDURES 

As  part  of  the  implementation  of  the  provider  reimbursement 
mechanisms  described  in  the  proceding  discussion,  channeling  projects  also 
established  procedures  for  client  cost  sharing.    Client  cost-sharing 
provisions  are  a  requirement  for  the  financial  control  channeling  model 
and  are  optional,  although  encouraged,  for  the  basic  case  management  model 
when  service  expansion  funds  are  used. 

1 .     Implementation  of  Cost  Sharing  in  the  Basic  Case  Management  Projects 

Although  cost  sharing  is  not  a  required  element  of  the  basic  case 
management  model,  at  the  time  of  our  site  visits  four  of  these  five  sites 
planned  to  implement  cost-sharing  procedures  for  services  purchased  with 
service  expansion  funds,  each  selecting  a  different  approach.    The  Maine 
channeling  project  planned  to  adopt  the  cost  sharing  procedures  used  by 
its  host  agency  to  administer  the  state  Home  Based  Care  Act  program; 
client  payment  requirements  for  that  program  are  based  on  assets  as  well 
as  income,  and  client  payments  go  directly  to  the  host  agency  rather  than 
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to  the  provider.    The  Maryland  channeling  project  was  planning  to  use  the 
existing  sliding  fee  schedule  established  for  the  state's  social  services 
block  grant  program,  although  case  managers  would  have  discretion  to  alter 
the  level  of  client  payments  if  the  costs  of  client  services  were 
uncommonly  high.    Payments  were  to  be  made  to  providers  rather  than  to  the 
channeling  project,  and  channeling  would  pay  providers  the  difference 
between  the  calculated  client  copayment  and  the  total  cost  of  services. 
The  New  Jersey  project  also  planned  on  using  income  determination  and 
sliding  fee  scale  procedures  very  similar  to  the  former  Title  XX  sliding 
fee  provisions,  and  intended  payments  to  go  directly  to  providers.  The 
Texas  channeling  project  planned  to  use  the  sliding  fee  schedule  of  the 
specific  provider  to  whom  the  referral  will  be  made;  providers  would  bill 
clients  directly  for  these  payments  once  the  client  agreed  to  the  care 
plan  calling  for  the  specific  cost  sharing. 

2 .    Implementation  of  Cost  Sharing  in  Financial  Control  Projects 

Cost  sharing  by  higher  income  channeling  clients  is  a  required 
feature  of  the  financial  control  model.    Within  a  framework  provided  by 
DHHS,  the  national  technical  assistance  contractor  developed  detailed 
procedures  for  the  financial  control  projects  to  use.    Under  these 
procedures  no  client,  regardless  of  income,  is  required  to  pay  for 
services  in  the  care  plan  that  would  otherwise  be  available  at  no  cost  to 
the  recipient  in  the  demonstration  area,  so  long  as  the  client  meets  the 
prevailing  income  need  or  program  eligibility  requirements  for  the 
service.    Thus,  for  example,  a  client  who  would  otherwise  receive  services 
traditionally  funded  under  Title  III  Older  Americans  Act,  social  service 
block  grant  or  medicare— such  as  meals,  transportation,  housekeeping 
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assistance,  nursing,  home  health  care,  physical  therapy  and  nonmedical 
personal  care — would  not  have  to  cost  share  against  those  services  if  they 
were  arranged  and  reimbursed  by  the  channeling  project.    For  those 
services  to  an  individual  to  which  cost  sharing  does  apply,  the  procedures 
specify  that  the  payments  are  to  be  made  to  the  channeling  projects,  not 
to  the  individual  providers. 

The  cost-sharing  requirements  also  provide  for  a  protected  income 
level  below  which  no  client  payment  will  be  required.    For  single  persons 
this  is  set  at  200  percent  of  the  supplemental  security  income  benefit 
plus  state  supplement  level  for  each  state  plus  the  value  of  the  food 
stamp  bonus;  for  couples  it  is  set  at  175%  percent  of  the  amounts  for  two 
persons.    Table  IV. 3  shows  the  protected  income  levels  for  individuals  and 
couples  in  the  financial  control  sites. 

The  client  payment  towards  the  cost  of  the  care  plan  is  the 
difference  between  monthly  gross  income  and  protected  income,  or  the 
actual  costs  of  services,  whichever  is  less.    For  instance,  if  the 
difference  between  a  client's  monthly  gross  income  and  the  protected  level 
was  $100,  he  or  she  would  pay  $100  toward  the  monthly  costs  of  the  covered 
services  in  the  care  plan.    If  the  monthly  cost  of  services  were  less  than 
$100,  such  a  client  would  pay  the  actual  cost. 

Clients  failing  to  meet  their  calculated  share  of  the  cost  of 
services  are  to  be  terminated  after  60  days.    Cost-sharing  guidelines 
recommend  sending  a  second  notice  14  days  after  initial  billing,  a  third 
notice  28  days  after  initial  billing,  and  a  final  notice  42  days  after 
initial  billing.    There  are  also  provision  for  temporary  administrative 
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TABLE  IV. 3 


PROTECTED  INCOME  LEVELS  FOR  COST  SHARING 
IN  FINANCIAL  CONTROL  MODEL  SITES 
(dollars ) 


Protected  Monthly  Income  Level  ' 
Individual  Couple 


Florida 

651 

844 

Massachusetts 

705 

922 

New  York 

727 

933 

Ohio  y 

b/ 

Pennsylvania 

685 

874 

787 

982 

Protected  amounts  are  reported  as  of  December  1982. 


w 

Ohio  and  Pennsylvania  have  implemented  a  fuel  subsidy  for  SSI 
recipients  during  the  winter  months.    The  figures  in  the  table  are 
adjusted  for  the  fuel  supplement  and  are  applicable  for  the  months  of 
October  through  April.    For  the  months  of  May  through  September,  the 
figures  will  be  $667  for  an  individual,  $858  for  a  couple  in  Ohio,  and 
$713  for  an  individual  and  $919  for  a  couple  in  Pennsylvania. 


waivers  of  cost  sharing  requirements  in  emergency  or  extreme  hardship 
situations. 

Sixty  percent  of  the  receipts  of  cost-sharing  payments  from 
clients  is  to  be  returned  to  HCFA's  Office  of  Direct  Reimbursment  (ODR)  on 
a  quarterly  basis,  so  that  the  cost-sharing  payments  can  be  applied  to 
that  portion  of  service  costs  underwritten  with  medicare  funds.  The 
financial  control  projects  may  keep  the  remaining  40  percent  of  the  cost- 
sharing  receipts  for  use  as  the  project  determines  is  appropriate,  with 
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certain  limitations.     Channeling  projects  may  not  use  the  funds  for  staff 
salaries,  office  equipment  or  supplies,  but  may  use  them  for  unfunded 
liabilities  or  services  not  included  in  the  core  services  definitions  of 
items  that  are  reimbursable  from  the  funds  pool.    Project  plans  for  the 
use  of  those  funds  are  subject  to  approval  by  the  federal  project 
management  team.    Preliminary  indications  from  the  financial  control 
projects  are  that  such  funds  will  be  used  for  one-time  purchases  of  items 
not  covered  under  the  funds  pool,  such  as  hearing  aids,  occupational 
therapy  equipment,  and  adult  diapers.    One  project  is  considering 
reimbursing  other  contributors  to  the  funds  pool  in  the  same  way  as  ODR  is 
reimbursed.    Another  is  requesting  voluntary  contributions  from  all 
clients  in  addition  to  the  cost  sharing  from  clients  whose  monthly  income 
exceeds  the  protected  income  level.    Such  donations  will,  like  cost- 
sharing  receipts,  be  used  for  special  purchases  of  nonreimbursable  items. 

Acquainting  clients  with  the  cost-sharing  requirements  and 
procedures,  calculating  client  payments,  and  arranging  for  payment  are  the 
responsibility  of  channeling  assessors  and  case  managers,  and  are  built 
into  the  assessment  and  care  planning  procedures  (see  Chapter  VI). 
Clients  remit  payments  to  the  channeling  fiscal  office,  which  then  is 
responsible  for  receiving,  processing,  accounting  for  and  monitoring 
payments.    However,  for  both  basic  case  management  and  financial  control 
projects,  the  experience  with  client  cost  sharing  has  been  quite  limited 
to  date.     Some  basic  case  management  projects  have  been  operating  cost- 
sharing  procedures  for  less  than  three  months,  and  in  financial  control 
model  sites,  very  few  clients  have  so  far  been  required  to  make 
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payments.    For  that  reason,  it  will  be  useful  to  examine  cost-sharing 
procedures  and  issues  as  the  channeling  projects  reach  full  caseload  and 
enter  the  period  of  steady  state  operations. 
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V.     CASEFINDING  AND  SCREENING 


Channeling  is  directed  at  a  seriously  impaired  group  of  aged 
persons  who  are  likely  to  be  institutionalized  in  its  absence.  This 
chapter  describes  the  mechanisms  through  which  the  channeling  projects 
identify  and  reach  this  target  population,  including  casefinding  and 
referral  activities,  and  screening  of  applicants  to  determine  their 
appropriateness  for  channeling. 

The  ability  of  channeling  to  attract  referrals  of  persbns  with 

sufficient  impairment  and  unmet  need  to  qualify  for  nursing  home  levels  of 

care  is  a  major  concern  for  the  demonstration.    The  core  channeling 

functions  of  assessment,  care  planning,  and  ongoing  case  management  are 

intended  to  focus  community  services — as  an  alternative  to  high  cost 

institutional  care — on  those  most  in  need.    Thus,  accurately  identifying 

and  encouraging  participation  from  the  target  population  at  risk  of 

institutionalization  is  central  to  the  program  and  research  objectives  of 

the  demonstration.    The  results  of  earlier  long  term  care  demonstrations 

highlight  the  difficulties  of  identifying  and  recruiting  this  "at-risk" 
1/ 

population.  The  experiences  of  the  channeling  projects  in  this  respect 

will  be  relevant  to  implementation  of  similar  programs  in  the  future,  and 
may  have  important  implications  for  the  cost-effectiveness  of  channeling. 

The  documentation  of  these  activities  draws  on  the  same  sources  as 
Chapter  IV,  plus  information  on  the  characteristics  (including  referral 


1/ 

For  extensive  review  of  previous  long  term  care  demonstrations 
see  Greenberg  et  al.,  (1980);  Stassen  and  Holahan  (1980);  and  Berkeley 
Planning  Associates  (Capitman  et  al.  1983). 
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sources)  of  those  determined  eligible  for  channeling  as  reported  from 
screening  instruments  administered  from  the  start  of  project  operations 
through  December  1982.     It  should  be  kept  in  mind  that  projects  may  well 
experience  changes  in  casefinding  activities  and  the  characteristics  of 
those  screened  during  the  remainder  of  caseload  development  (now  scheduled 
to  end  in  June  1983).    As  noted  in  Chapter  IV,  some  changes  have  already 
taken  place  since  the  period  covered  by  our  interviews,  and  more  are 
contemplated. 

A.  TARGETING 

In  order  to  test  the  effectiveness  of  coordinated  in-home  and 
community  services  as  an  alternative  to  institutional  long  term  care, 
channeling  projects  must  be  able  to  identify  and  serve  elderly  individuals 
who  are  at  high  risk  of  nursing  home  placement  (those  "who  but  for 
channeling"  would  be  in  an  institution).    For  that  reason,  development  and 
implementation  of  strict  entrance  criteria  for  program  participants 
received  considerable  effort  during  both  planning  and  initial 
implementation. 

In  developing  the  eligibility  criteria  for  the  program,  the 
demonstration's  planners  focused  on  several  factors  believed  to  influence 
the  decision  to  institutionalize.    These  included  physical  and  mental 
functioning,  social  resources  and  relationships,  financial  resources,  and 
medical  conditions.     These  factors,  where  possible,  were  operationalized 
and  combined  with  specific  program  criteria,  such  as  geographic  boundaries 
of  the  channeling  catchment  area  and  age,  to  form  the  standard  eligibility 
criteria  for  the  demonstration. 


112 


The  result  was  a  set  of  standard  project  eligibility  criteria 
incorporating  the  following  dimensions:     severe  functional  impairment; 
expected  unmet  need  in  two  service  categories  for  six  months  or  more,  or 
fragile  informal  supports  indicating  a  probable  change  in  existing  service 
provision;  residence  in  the  community  or,  if  institutionalized,  certified 
as  likely  to  be  discharged  into  a  noninstitutional  setting  within  three 
months;  residence  within  the  project's  geographical  boundaries;  age;  and 
(for  financial  control  sites  only)  medicare  Part  A  eligibility.    A  detailed 
description  of  these  eligibility  criteria  is  presented  in  Table  V.l. 

A  screening  instrument  encompassing  these  criteria  was  designed  by 
the  national  evaluation  contractor  in  consultation  with  federal  officials, 
the  national  technical  assistance  contractor,  state  and  site  participants, 
and  others  in  the  fields  of  long  term  care  and  gerontology.  This 
instrument  was  designed  for  a  short  telephone  interview,  to  be  administered 
in  a  uniform  manner  by  each  of  the  ten  demonstration  projects.  Originally 
states  were  to  develop  their  own  screening  instruments  and  proceses, 
subject  to  federal  approval.    However,  the  emphasis  on  accurate  targeting, 
as  well  as  a  need  to  standardize  screening  data  for  research  use,  led  the 
demonstration  to  a  uniform  screening  instrument.    From  a  programmatic 
perspective,  the  use  of  a  screening  process  was  intended  to  reduce  the  cost 
of  determining  appropriateness  for  channeling  compared  to  using  a 
comprehensive  in-person  assessment  for  that  purpose. 

B.     THE  REFERRAL  AND  SCREENING  PROCESS 

As  discussed  in  Chapter  IV,  to  encourage  a  flow  of  applicants 
appropriate  for  channeling,  a  great  deal  of  effort  at  the  site  level  was 
spent  in  the  planning  and  early  operational  phase  on  selecting  and 
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TABLE  V.l 


NATIONAL  LONG  TERM  CARE  CHANNELING  DEMONSTRATION 
PROGRAM  ELIGIBILITY  CRITERIA 


Explanation  of  Criteria 


Age 

Residence 


Functional  Disability 


(Cognitive  or  Behavioral 
Problems  Affecting 
Functioning) 


Unmet  Needs 


(Fragile  Support) 


Insurance  Coverage 


Must  be  65  or  over. 

Must  reside  within  project  catchment 
area;  must  be  living  in  community  or  (if 
institutionalized)  certified  as  likely 
to  be  discharged  within  three  months. 

Must  have  two  moderate  impairments  of 
functioning  in  activities  of  daily 
living  (ADL),  or  three  severe 
impairments  of  functioning  in 
instrumental  activities  of  daily  living 
(IADL),  or  two  severe  IADL  impairments 
and  one  severe  ADL  impairment 

(Cognitive  or  behavioral  difficulties 
affecting  individual  ability  to  perform 
activities  of  daily  living  can  count  as 
one  of  the  severe  IADL  impairments.) 

Must  need  help  with  at  least  two 
categories  of  services  affected  by 
functional  impairments  for  six  months 
(meals,  housework/shopping,  medications, 
medical  treatments  at  home,  personal 
care) . 

(A  fragile  informal  support  system 
that  may  no  longer  be  able  to  provide 
needed  services  can  satisfy  the  unmet 
service  needs  criterion). 

Must  be  medicare  Part  A  eligible  (for 
the  financial  control  model). 


sJ 

The  six  ADL  activities  include  bathing,  dressing,  toileting, 
transfer,  continence,  and  eating.     The  seven  IADL  activities  include 
housekeeping,   shopping,  meal  preparation,  taking  medicine,   travel,  using 
the  telephone,  and  managing  finances.     For  the  purpose  of  the  IADL 
eligibility  criterion,   the  first  two  and  the  last  three  IADLs  were 
aggregated  into  two  combined  categories.     Thus  there  are  four  possible 
IADL  areas  which  applicants  can  qualify,  plus  the  cognitive/behavioral 
impairment  category  which  counts  as  one  IADL  item. 
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developing  relationships  with  formal  organizations  targeted  as  primary 
referral  sources  and  in  organizing  direct  casefinding  activities.  The 
client-level  casefinding,  referral  and  screening  procedures  that  evolved 
from  these  activities  are  examined  in  this  section. 

Figure  V.l  outlines  the  client  flow  process  from  referral  to 
eligibility  determination  to  receipt  of  case  management  services. 

Each  channeling  project  established  a  unit  to  screen  prospective 

participants  for  program  eligibility.    The  screening  instrument  and 

procedures  were  standardized,  and  project  staff  received  uniform  training 

from  the  national  technical  assistance  contractor.    Projects  were  also 

required  to  separate  the  screening  function  administratively  from  other 

aspects  of  the  agency,  chiefly  to  preserve  the  integrity  of  the 

1/ 

experimental  research  design.        Within  these  constraints,  projects  were 
able  to  use  differing  organizational  structures  and  staff  to  implement  this 
component  of  the  demonstration.    The  requirement  to  separate  screening  was 
interpreted  and  implemented  in  several  ways  across  the  demonstration.  As 
described  in  Chapter  III,  four  of  the  projects  subcontracted  out  the  entire 
screening  operation;  several  others  did  not  subcontract  but  used  a  separate 
location  or  separate  supervisory  personnel;  the  remainder  located  the 


1/ 

Administrative  separation  of  the  screen  was  designed  to  minimize 
the  potential  for  influencing  the  behavior  of  persons  assigned  to  the 
control  group,  through  contact  with  channeling  staff.     It  was  felt  that  by 
separating  the  screeners  from  the  assessment  and  case  management  staff  such 
influences  were  less  likely  to  occur.    A  secondary  objective  was  to  limit 
the  opportunities  for  informal  exchange  of  information  between  screeners 
and  assessors,  so  that  the  channeling  assessors  would  have  the  same 
information  about  the  clients  they  would  assess  as  would  the  research 
interviewers  for  the  control  group  members  they  would  interview  at 
baseline.     (Assessment  procedures  are  described  in  Chapter  VI.) 
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screening  unit  in  central  project  offices,  but  utilized  different 

administrative  staff  from  those  supervising  the  case  management  functions. 

In  general  each  screening  unit  is  staffed  by  two  screeners  (1.5  to 

2  full-time  equivalents)  who  receive  general  supervision  from  project 

administrative  personnel,  in  most  cases  the  project  director  or  assistant 

director.    Screening  positions  are  primarily  staffed  by  persons  with 

bachelor's  degrees  in  a  social  science  field  (e.g.,  psychology,  sociology 

or  social  work)  who,  in  a  majority  of  sites,  have  had  at  least  limited 

social  services  experience.     Several  projects  which  used  a  similar  pay 

scale  for  screeners  and  case  managers  were  able  to  employ  nurse  or  social 

1/ 

work  screeners  with  more  extensive  human  service  backgrounds.        In  some 
cases  it  was  planned  that  these  individuals  would  become  case  managers  as 
the  caseload  build-up  period  neared  completion. 

Applicants  for  channeling  services  came  to  the  attention  of  the 
screening  unit  primarily  in  two  ways:    elderly  individuals  (or  family, 
friends,  clergy,  neighbors,  or  other  persons  acting  on  their  behalf) 
contacted  the  screening  unit  directly,  or  formal  provider  organizations 
contacted  channeling  to  make  a  referral.    As  described  in  the  previous 
chapter,  two  major  approaches  were  used  to  reach  potential  applicants: 
direct  community  outreach  (including  mailings,  use  of  mass  media,  and 
public  forums),  and  casefinding  and  referral  through  existing  community 
health  and  human  service  organizations  expected  to  have  considerable 
contact  with  the  target  population.    The  formal  referral  sources  in 


"Salaries  for  screeners  ranged  from  about  $9,000  to  over  $17,000, 
varying  with  geographic  location,  experience  and  discipline,  and  internal 
agency  policy. 
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particular  received  a  great  deal  of  attention  during  the  late  planning  and 
early  operational  periods,  and  had  generally  been  given  an  orientation  to 
the  project — -including  description  of  eligibility  criteria,  and  procedures 
for  informing  applicants  about  the  project  and  making  referrals  to 
channeling. 

The  information  provided  by  formal  referral  sources  to  potential 
channeling  applicants  varied  widely.    At  one  extreme,  individuals  or  their 
families  were  told  there  was  a  new  program  they  might  want  to  contact;  at 
the  other  extreme,  referral  sources  gave  full  descriptions  of  the  project, 
the  research  requirements,  even  the  length  of  the  baseline  assessment,  and 
offered  to  make  the  referral.    Most  commonly,  referral  sources  would  tell 
prospective  applicants  that  channeling  was  a  new  project  that  might  be  able 
to  get  them  more  services  or  give  them  more  attention,  but  that  because  of 
its  experimental  nature  there  was  the  possibility  of  being  accepted  into 
the  research  component  but  not  the  channeling  service  program. 

As  discussed  in  the  preceding  chapter,  channeling  projects  spent 
considerable  time  and  effort  educating  referral  sources  about  the 
channeling  eligibility  criteria.     Interviews  with  referral  sources  and 
channeling  staff  demonstrated  a  broad  understanding  of  those  criteria. 
However,  referral  sources  sometimes  interpreted  those  criteria  in  light  of 
their  own  experiences  and  organizational  interests,  so  that  they  differed 
on  how  automatically  they  would  make  referrals  of  persons  who  appeared  to 
meet  the  channeling  criteria.     Some  reported  referring  every  individual 
they  felt  would  meet  the  eligibility  requirements.    Most,  however,  reported 
referring  clients  who  both  met  channeling  criteria  and  could  not  be  served 
by  the  referring  agency.     This  was  reported  most  frequently  by  certified 


118 


home  health  agencies  and,  to  a  lesser  extent,  by  social  service  and  case 
management-type  agencies.    These  sources  typically  would  refer  to 
channeling  if  their  client's  benefits  (e.g.,  medicare  reimbursement  for 
home  health)  were  running  out,  or  if  they  needed  some  additional  service  to 
complete  particular  client's  care  plans.     In  basic  case  management  sites, 
these  referral  sources  often  anticipated  continuing  to  serve  the  client 
even  after  channeling  became  involved.    This  was  less  so  in  financial 
control  sites,  where  reimbursement  policies  prohibited  continuing  service 
from  providers  not  under  contract  to  channeling. 

Several  referral  sources  reported  they  did  not  refer  clients  whose 
primary  needs  were  for  skilled  care,  or  who  seemed  to  need  constant 
intensive  services.    Part  of  the  reason  for  this  seemed  to  be  their 
perception  that  channeling  could  more  appropriately  arrange  housekeeping, 
personal  care,  and  other  minimum  skill  services,  rather  than  intensive 
skilled  services.     In  financial  control  sites,  some  referral  sources  were 
also  afraid  that  such  clients  might  be  too  expensive  to  serve  under  the 
expenditure  cap  or  might,  if  they  had  relatively  high  incomes,  have  to  pay 
for  a  large  portion  of  the  cost  of  services  under  channeling.    A  few 
indicated  they  would  not  refer  persons  who  lacked  informal  supports 
(believing  these  were  necessary  to  remain  in  the  community);  some  others, 
in  contrast,  did  not  refer  people  who  did  have  informal  supports  (judging 
channeling  to  be  more  appropriate  for  those  who  needed  formal  services 
because  they  had  no  help  from  family  and  friends).    Finally,  several 
referral  sources  reported  that  they  did  not  refer  clients  with  immediate  or 
crisis-related  service  needs,  because  of  the  time  required  to  make  other 
arrangements  if  they  were  assigned  to  the  control  group,  or  because  of  the 
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time  required  for  channeling  projects  to  initiate  services  if  they  were 
assigned  to  the  channeling  treatment  group. 

The  responses  of  channeling  projects  to  such  referral  source 
actions  varied.    They  reported  continuous  interaction  with  referral  sources 
to  encourage  referrals  and  to  clarify  procedures  and  eligibility 
criteria.    It  should  be  stressed  that  in  general  the  occasional  variations 
described  above  did  not  involve  referring  ineligible  persons,  but  selecting 
a  subgroup  of  the  eligible  population  to  refer  to  channeling;  as  noted 
later,  the  projects  uniformly  received  a  high  rate  of  eligible  referrals. 
In  many  instances,  channeling  staff  were  not  aware  of  a  referral  source's 
considerations  in  determining  whether  or  not  to  refer  a  particular 
individual;  in  other  instances,  they  reported  accepting  a  narrower 
interpretation  as  a  necessary  compromise,  so  long  as  those  referred  did 
satisfy  the  eligibility  criteria. 

Projects  imposed  guidelines  of  generally  no  more  than  72  hours  from 
referral  to  screen  completion.     In  all  sites  most  screens  were  conducted  by 
telephone,  but  in  a  very  small  proportion  of  the  cases  in-person  screens 
were  performed  instead.    Major  reasons  reported  for  the  use  of  in-person 
screens  included  applicants  who  had  no  phones,  hearing  impairments,  and 
difficulty  understanding  the  project,  and  individuals  in  nursing  homes  or 
hospitals  without  access  to  telephones. 

Prior  to  administering  the  instrument,  screeners  explained  the 
research  nature  of  the  demonstration,  highlighting  the  fact  that  not  all 
applicants  would  receive  channeling  services.    The  random  assignment  of 
applicants  to  treatment  and  control  group  status  was  discussed,  as  were  the 
research  objectives  of  the  project.    In  financial  control  sites,  screeners 
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also  discussed  the  possibility  of  client  cost-sharing  contributions  for 
services.     If  applicants  or  their  proxies  appeared  to  understand  these 
criteria  and  expressed  interest  in  participating,  they  were  then  asked  to 
complete  the  remainder  of  the  screening  interview.    Referrals  that  came 
from  individuals  or  families  (which  accounted  for  more  than  25  percent  of 
all  referrals  determined  eligible)  reportedly  required  considerably  more 
explanation  then  did  the  referrals  from  formal  community  agencies. 

Screeners  were  instructed  to  conduct  the  interview  directly  with 
potential  clients  where  possible,  but  could  also  accept  reports  from  formal 
referral  sources,  families,  friends,  or  other  proxies.    Many  referral 
sources  reported  that  they  would  inform  the  screening  unit  if  they  thought 
a  proxy  was  necessary,  and  might  also  recommend  a  specific  proxy.  However, 
in  all  cases  screeners  reported  that  they  were  instructed  to  contact  the 
person  for  whom  application  was  being  made  to  verify  directly  interest  in 
participating. 

Most  projects  were  able  to  complete  screens  immediately  or  shortly 
after  receiving  referrals.    Two  sites  did  experience  a  backlog  at  the 
screen  after  extensive  media  coverage  of  the  project  encouraged  a  higher 
than  normal  volume  of  applicants.    Another  reason  for  a  longer  than  average 
wait  at  screening  involved  the  need  to  complete  screens  in  person.  When 
the  screen  had  to  be  conducted  in  person,  particularly  in  the  more  rural 
sites  where  extensive  travel  was  required,  it  was  sometimes  difficult  to 
complete  it  in  a  timely  fashion.     In  all  five  financial  control  sites,  the 
closing  of  the  screen  to  all  but  medicaid  applicants  for  several  weeks 
created  a  backlog  of  nonmedicaid  applicants  awaiting  screening. 
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Following  the  screen,  which  generally  averaged  15  to  20  minutes, 
the  screeners  reviewed  the  completed  screening  instrument  with  respect  to 
program  eligibility  criteria,  and  made  a  determination  of  the  person's 
eligibility  for  channeling.    The  completed  instrument  was  then  reviewed  by 
supervisory  personnel  at  least  on  a  sample  basis.    Screeners  reported  that 
the  eligibility  decision  was  generally  straightforward,  with  certain 
exceptions.     Screeners  consistently  felt  that  the  estimation  of  unmet  needs 
for  a  six-month  period  and  the  judgment  concerning  the  fragility  of  the 
informal  support  system  were  difficult  to  make.    Although  most  applicants 
judged  ineligible  for  channeling  were  rejected  as  not  being  disabled 
enough,  deciding  whether  an  applicant  might  be  too  disabled  for  the 
channeling  project  was  also  difficult  for  screeners  and  supervisors  in  many 
cases.     Some  projects  were  able  to  make  the  determination  while  the 
applicant  was  still  on  the  phone,  but  others  reserved  judgment  until  after 
supervisory  review. 

As  of  December  1982,  projects  reported  that  cumulatively  76  percent 
of  those  receiving  the  full  screening  instrument  were  found  eligible.  It 
should  be  noted  that  in  most  sites  a  "prescreen"  was  conducted  to  filter 
out  obviously  ineligible  applicants — using  the  first  part  of  the  instrument 
to  determine  age,  residence  in  community  or  certification  to  be  discharged 
from  an  institution,  geographic  location  and  (in  financial  control  models) 
medicare  eligibility — before  continuing  with  the  full  screen.  Referral 
source  familiarity  with  the  channeling  eligibility  criteria  was  also  cited 
by  referral  sources  and  channeling  staff  as  a  major  reason  for  this  high 
eligibilty  rate. 
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After  channeling  staff  determined  that  an  applicant  met  the 
eligibility  criteria,  they  then  called  the  evaluation  contractor  for  the 
random  assignment  decision  (assigning  a  person  to  the  channeling  treatment 
group  or  to  the  control  group).    They  were  required  to  provide  the 
evaluation  contractor  with  a  set  of  descriptive  information  including 
applicant  name,  address,  social  security  or  railroad  retirement  number,  and 
whether  there  were  any  other  household  members  over  the  age  of  65  residing 
with  the  applicant*    This  information  was  necessary  to  ensure  that 
applicants  were  never  assigned  a  research  status  more  than  once,  and  also 
to  guard  against  assigning  two  household  members  to  a  different  research 
status.    Typically  the  process  involved  two  scheduled  calls  each  working 
day — one  to  call  in  applicant  information  and  the  other  to  communicate 
research  statuses — so  that  assignments  were  usually    made  in  the  same  day 
or  at  the  start  of  the  next  working  day,  depending  on  the  timing  of  the 
calls . 

Once  the  randomization  decision  was  received,  screeners  were  to 
call  applicants  and  their  referral  sources  to  tell  them  whether  they  had 
been  accepted  as  clients.    It  appeared  that  individual  applicants  were 
always  contacted,  however,  referral  sources  in  several  sites  reported  being 
called  back  only  if  the  applicant  was  not  accepted.    Those  individuals 
assigned  to  the  channeling  treatment  group  were  told  that  they  would  be 
contacted  by  a  channeling  assessor  or  case  manager.    Those  assigned  to  the 
control  group  were  told  that  they  could  not  receive  services  from 
channeling,  but  that  someone  from  MPR  would  be  contacting  them  to  interview 
them  for  the  research.    Controls  referred  from  a  formal  service  agency  were 
referred  back  to  that  agency.     Control  group  members  who  were  referred  by 
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themselves,  family  members,  or  other  sources  not  part  of  the  organized 
formal  service  system  (e.g.,  churches,  volunteer  groups, neighbors)  were 
also  given  the  name  and  number  of  (and  sometimes  called  directly  by)  the 
local  information  and  referral  agency  (I&R).    Those  who  had  been  determined 
ineligible  for  channeling  (and  were  therefore  not  included  in  the  random 
assignment),  were  also  informed  they  could  not  be  served  by  channeling. 
They  were  referred  back  to  referral  sources  or  the  information  and  referral 
agency  in  the  same  manner  as  control  group  members.    Channeling  screeners 
were  instructed  not  to  distinguish  between  these  two  groups  in  notifying 
the  referral  sources  or  information  and  referral  agency,  so  as  not  to 
influence  behavior  toward  the  control  group. 

Several  referral  sources  noted  that  it  was  difficult  to  get  elderly 
applicants  to  understand  about  the  control  group  and  other  research 
requirements.    They  also  said  that  many  elderly  clients  did  not  seem  to 
want  changes  in  their  patterns  of  services,  despite  the  potential  for 
improved  services  under  channeling.    The  principal  concern  for  these 
referral  sources  was  that  having  explained  the  project,  elicited  permission 
to  refer  and,  in  the  process,  raised  applicants'  hopes,  it  became  more 
difficult  subsequently  to  explain  to  ineligible  applicants  and  to  control 
group  members  that  they  were  not  accepted  by  channeling.    Referral  sources 
also  reported  unfavorable  reactions  to  the  research  requirement  prohibiting 
channeling  screeners  from  distinguishing  whether  an  individual  referred 
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back  was  ineligible  or  in  the  control  group,  because  they  wanted  to  be  able 

1/ 

to  know  whether  they  were  making  appropriate  referrals  or  not. 

Following  the  communication  of  program  status  to  applicants  and 
referral  sources,  cases  were  transferred  either  to  the  project's  assessment 
staff  or  to  MPR  for  assignment  to  research  interviewers. 

C.     RESULTS  OF  THE  TARGETING  EFFORT 

In  this  section  we  examine  the  results  of  the  targeting  effort, 
focusing  on  three  areas:     the  volume  of  appropriate  applicants,  their 
referral  sources,  and  the  characteristics  of  those  applicants  determined 
eligible  for  the  demonstration. 
1 .    Volume  of  Appropriate  Referrals 

Recruitment  of  eligible  applicants  has  proved  difficult  in  a  number 
of  previous  long  term  care  demonstrations,  particularly  those  projects 
utilizing  a  randomized  research  design  and  strict  eligibility  criteria. 
For  example,  the  Georgia  Alternative  Health  Services  Project,  the  Wisconsin 
Community  Care  Organization,  and  the  Worcester  Home  Care  Project  all 
reported  difficulties,  and  had  to  extend  the  period  of  intake  or  broaden 
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Screeners  reported  adhering  to  these  procedures,  and  most 
projects  provided  referral  sources  with  generalized  feedback  about  the 
overall  eligibility  rates  of  the  referrals  they  were  making.    However,  it 
was  reported  that  on  occasion,  under  strong  pressure  from  a  referral 
source,  individual  screeners  in  several  projects  did  communicate 
information  about  whether  an  applicant  returned  to  a  referral  source  had 
been  determined  ineligible  or  assigned  to  the  control  group. 
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the  eligibility  criteria  to  build  an  adequate  sample.-     The  channeling 
demonstration  has  also  experienced  slower  than  anticipated  sample  build- 
up.   As  a  consequence,  research  sample  intake  was  extended  for  a  two-  to 
2/ 

four-month  period.        By  February  28,  1983,  4,722  individuals  had  been 
determined  eligible  for  channeling.     (Table  V.2  presents  the  cumulative 
number  of  individuals  assigned  monthly.)    As  can  be  seen,  most  of  the  basic 
case  management  projects  began  operations  approximately  two  to  three  months 
prior  to  the  financial  control  projects.    However,  because  the  volume  of 
eligible  referrals  proceeded  faster  in  the  financial  control  projects,  as 
of  February  28,  1983  the  cumulative  numbers  (2,345  for  basic  case 
management;  2,377  for  financial  control  model)  show  slightly  more  eligibles 
in  the  financial  control  model. 

One  factor  affecting  the  volume  of  eligible  referrals  is  the  size 
of  the  potential  pool  of  eligibles  (number  and  proportion  of  individuals  65 
and  over  in  the  catchment  area).    The  projects  in  Southern  Maine  and 
Eastern  Kentucky,  the  two  rural  basic  case  management  sites,  have  had 
slower  buildup  rates  than  the  remaining  basic  case  management  projects. 
Rensselaer  County,  New  York,  the  most  rural  of  the  financial  control 
projects,  has  also  experienced  a  comparatively  slower  rate  of  buildup. 
Conversely,  two  of  the  projects  with  a  large  pool  of  potential  eligibles — 
those  in  Philadelphia,  Pennsylvania  and  Miami,  Florida — have  had  higher 
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For  detailed  information  on  these  three  projects,  see  Skellie  et 
al.  (1982),  Seidl  et  al.  (1980),  and  Claffey  and  Stein  (1975), 
respect  ively . 

2/ 

The  full  research  sample  target  of  6,341  was  achieved  on  June  22, 
1983,  in  keeping  with  this  plan  for  extended  intake. 
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rates  of  appropriate  referrals.    It  is  worthy  to  note,  however,  that  some 
sites  with  a  lower  proportion  of  eligibles  (e.g.,  Greater  Lynn, 
Massachusetts  and  Middlesex  County,  New  Jersey)  have  also  shown  high  rates 
of  buildup,  and  some  with  a  larger  pool  of  eligibles  (e.g.,  Cuyahoga 
County,  Ohio)  showed  slower  rates  of  buildup.    These  differences  suggest 
that  many  factors  in  addition  to  rural/urban  status — for  example,  the 
nature  of  the  community  and  its  long  term  care  system,  the  structure  and 
model  of  channeling  implemented,  the  position  of  its  host  agency,  staffing 
capacity,  and  approaches  to  casefinding — may  have  influenced  the  volume  of 
appropriate  referrals.     Some  broad  patterns  of  development  are  discernible 
(slower  growth  rates  during  the  six-week  closing  of  intake  to  nonmedicaid 
eligibles  in  the  financial  control  model,  or  peaks  immediately  following 
extensive  media  coverage);  but  it  is  not  possible  to  separate  out  the 
specific  effects  of  these  factors. 
2.    Referral  Sources 

The  sources  of  referrals  of  eligible  applicants  are  important  to 
examine,  given  the  considerable  effort  devoted  to  selecting  and 
implementing  a  variety  of  casefinding  strategies  directed  at  potential 
referral  sources.    Data  on  sources  of  referrals  are  available  from  the 
screening  instrument.    Although  4,722  individuals  have  been  determined 
eligible  through  February,  data  on  those  individuals  determined  eligible 
after  the  end  of  December  had  not  been  entered  into  the  data  base  in  time 
for  this  report.    Our  analysis  is  based  on  a  sample  of  3,035  individuals 
who  entered  prior  to  December  31,  1982.    Thus,  the  length  of  time  covered 
by  this  analysis  ranges  from  approximately  10  months  for  projects  that 
started  intake  in  late  February,  1982,  to  under  seven  months  for  those 
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beginning  operations  in  June  1982.        In  some  sites  the  sample  represents 

less  than  one-half  of  the  eligibles  expected  to  have  been  screened  when 

caseload  buildup  is  completed,  so  the  patterns  described  here  for  the  early 

stages  of  the  demonstration  may  change  as  project  operations  continue. 

Channeling  projects  reported  receiving  eligible  referrals  from  over 

20  categories  of  referral  sources.    These  ranged  from  medical  equipment 

suppliers  and  out  of  town  relatives  and  clergy,  to  more  traditional  health 

and  human  services  providers  such  as  hospitals  and  local  social  service 

agencies.    Table  V.3  aggregates  these  multiple  referral  sources  into  10 
2/ 

major  categories. 

Although  there  is  considerable  variation  among  the  individual 
channeling  projects,  patterns  by  category  of  referral  source  emerge  when 
the  sites  are  considered  together.    Referral  categories  are  displayed  in 
their  overall  rank  order  in  the  final  column  of  Table  V.3,  demonstrating 
that  the  sources  responsible  for  the  greatest  number  of  referrals  are 
family/friends/self  (27.9  percent),  hospitals  (21.4  percent),  and  home 
health  agencies  (15.2  percent).    Those  providing  the  fewest  referrals  are 


U 

As  discussed  previously,  project  startup  was  staggered,  with  the 
projects  in  Texas  and  Maine  beginning  in  February;  those  in  Maryland  and 
New  Jersey  in  March;  those  in  Pennsylvania,  Massachusetts,  and  Florida  in 
May;  and  those  in  Kentucky,  Ohio  and  New  York  in  June. 

2/ 

Detailed  data  for  the  22  categories  listed  on  the  screen  are 
presented  in  Appendix  A. 
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information  and  referral  agencies  (3.9  percent),  nursing  home  related 

U 

sources  (2.9  percent)  and  channeling  outreach  (0.8  percent). 

In  interpreting  the  data  on  referral  sources  it  is  important  to 

bear  in  mind  that  categories  may  be  defined  differently  in  individual 

sites.    For  instance,  the  large  number  of  referrals  recorded  in  Maine  from 

an  information  and  referral  (I&R)  agency  may  have  come  from  an  organization 

which  provides  case  management  as  well  as  I&R  services;  and  the  senior 

centers  recorded  as  a  major  source  of  referrals  in  Pennsylvania  also 

provide  case  management  through  the  channeling  host  agency's  in-home 

services  program.    These  definitional  issues,  combined  with  the  wide 

variation  among  individual  sites  suggest  caution  in  interpreting  data  on 
2/ 

referral  patterns. 

a.  Family,  Friends,  and  Self  Referrals. 

The  combined  family,  friend  and  self  referral  category  accounted 
for  841  (27.9  percent)  of  the  referrals  of  eligible  applicants.    Of  these, 
families  were  recorded  as  the  major  source,  accounting  for  80  percent  of 
the  referrals  in  this  category.    Friends  were  recorded  as  the  referral 


U 

Referrals  through  channeling  outreach  are  uniformly  low  because 
channeling  staff  for  the  most  part  are  not  engaged  In  direct  outreach 
activities. 

1! 

A  related  definitional  issue  concerns  the  recording  of  referrals 
in  the  "other"  category.     In  many  cases  it  appears  that  referral  sources 
are  so  recorded  when  there  is  a  question  about  which  category  to  place  them 
in  (e.g.,  Does  a  referral  from  a  channeling  case  manager  qualify  as 
"channeling  outreach"?)  or  when  the  definition  is  unclear,  especially  when 
an  agency  offers  multiple  services  (e.g.,  Is  a  home  care  agency  a  "case 
work/management"  or  "home  health"  agency?    And  is  referral  from  a  counselor 
in  a  voluntary  social  services  provider  a  "counseling  service"  or 
"casework/management"  referral? ) 
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source  in  72  cases  (9  percent  of  this  category)  and  eligible  applicants 

U 

contacted  channeling  themselves  in  92  cases  (11  percent). 

Review  of  this  referral  source  category  (see  Table  V.3)  indicates 

that  basic  case  management  projects  had  a  higher  rate  of  referrals  from  the 

family,  friends  and  self  category  (33.9  percent  versus  20.9  percent).  This 

statistically  significant  difference  appears  to  be  the  result  of  two 

individual  site  phenomena:     the  fact  that  the  Pennsylvania  project  does  not 

accept  family  or  self  referrals  because  of  its  designated  referral  system, 

and  the  high  volume  of  family,  friend  and  self  referrals  recorded  at  the 

New  Jersey  project,  apparently  sparked  by  heavy  media  coverage  at  the  onset 

2/ 

of  the  demonstration. 

That  families  are  the  number  one  referral  source  may  reflect  the 
fact  that  families  continue  to  be  the  major  caregiver  of  elders  with  long 
term  care  needs.    Also,  because  families  are  most  likely  to  be  discussing 
individuals'  status  with  physicians,  hospital  discharge  planners,  and 
community  service  providers,  many  of  the  family  referrals  to  channeling  may 
in  fact  have  been  recommended  or  at  least  prompted  by  a  formal  agency. 

b.  Social  Services  and  Aging  Network  Referrals. 

Senior  centers,  casework  agencies,  welfare  agencies,  and  I&R 
agencies  account  together  for  21  percent  of  eligible  referrals  overall. 
Although  there  are  some  differences  between  models  in  specific  categories, 


1/ 

See  Appendix  A  for  a  detailed  breakdown  of  these  referrals  by 
site  and  model. 

2d 

During  the  first  month  of  operation,  85  percent  of  the  New  Jersey 
referrals  received  were  in  this  category. 
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for  the  four  sources  together  the  percentages  are  the  same.    Another  group 
of  social  service  providers  (see  Appendix  A)  account  together  for  another 
2.3  percent  of  all  referrals;  these  include  homemaker  services,  home- 
delivered  meals,  counseling  services,  legal /advocacy  services,  and  adult 
day  care. 

Because  older  persons  with  serious  functional  impairments  are 
probably  less  likely  to  be  in  contact  with  these  social  service  providers 
than  with  their  families  or  with  health  related  services,  such  community 
service  providers  generally  did  not  receive  as  much  attention  from 
channeling  projects  when  referral  sources  were  being  recruited.    Also,  when 
some  types  of  community  service  agencies  (e.g.,  senior  centers,  or  I&R 
agencies)  may  have  limited  capacity  to  make  contacts  with  channeling  on 
behalf  of  prospective  clients,  they  may  recommend  to  the  family  or  the 
client  that  they  contact  channeling  directly.    This  may  result  in  the 
family  or  client  being  recorded  as  the  referral  source  rather  than  the 
agency. 

c.  Referrals  From  Health-Related  Sources. 

Providers  of  health  services  likely  to  be  in  contact  with  the 
impaired  elderly  were  seen  from  the  early  planning  phase  as  important 
potential  sources  of  referrals  to  channeling,  and  as  described  in  Chapter 
IV,  they  received  considerable  attention  when  the  channeling  projects  were 
negotiating  referral  agreements  and  providing  orientation  about  channeling. 

Hospitals  .    Hospitals  were  targeted  as  a  major  channeling  referral 
source,  and  in  fact  accounted  for  over  21  percent  of  the  appropriate 
referrals  to  the  demonstration.    However,  hospital  discharge  planning 
practices  and  the  channeling  process  for  accepting  and  serving  clients  were 
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often  reported  to  be  in  conflict.    Discharge  planners,  on  the  one  hand, 
reported  being  under  great  pressure  from  the  hospital  to  discharge  patients 
quickly;  they  indicated  that  it  was  not  uncommon  for  a  discharge  to  be 
required  with  three  to  five  days  warning  or  less.    Channeling  projects,  on 
the  other  hand,  reported  taking  two  to  three  weeks  on  average  from  initial 
referral  to  completing  a  care  plan.    A  number  of  channeling  projects  did 
report  giving  first  priority  to  hospital  referrals  in  the  assessment  and 
service  initiation  process,  and  some  hospitals  suggested  that  channeling 
took  no  longer  to  arrange  services  than  the  existing  system.    But  although 
it  may  be  reasonable  for  channeling 's  processes — comprehensive  assessment 
and  care  planning  for  frail  clients  in  need  of  long  term  care — to  take 
time,  this  did  not  always  meet  the  needs  of  hospitals  to  get  discharge 
plans  in  place  quickly.     Hospital  discharge  planners  frequently  described 
working  with  patients  and  their  families  around  very  difficult  choices 
regarding  placement  at  home  versus  placement  in  a  nursing  home,  and  needing 
considerable  persuasion  to  gain  agreement  from  the  family  for  community 
placement.    For  this  reason,  they  expressed  frustration  at  channeling 
decisions  not  to  accept  a  referral,  and  described  the  uncertainty  that 
results  from  random  assignment  (and,  to  an  extent,  the  strict  screening 
criteria)  as  a  disincentive  to  make  referrals  to  channeling. 

One  other  factor  affecting  the  willingness  of  hospital  discharge 
planners  to  refer  to  channeling  was  their  health-oriented  perspective  on 
patients'  needs  for  post-acute  care.    They  commonly  described  the  needs  of 
discharged  patients  in  terms  of  medical  treatment,  medical  safety,  and  the 
need  for  medical  conditions  to  stabilize,  and  often  did  not  view  channeling 
as  the  best  resource  to  meet  these  needs. 
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The  effect  of  these  factors  was  an  almost  universally  reported 

hospital  practice  of  making  dual  referrals,  that  is,  one  to  channeling  and 

1/ 

most  commonly,  the  other  to  a  certified  home  health  agency.  Because 
certified  home  health  agencies  provide  post-acute  skilled  care,  they  were 
perceived  by  hospital  discharge  planners  as  an  appropriate  provider. 
According  to  hospitals  and  home  health  agencies,  certified  home  health 
agencies  usually  can  take  on  a  referral  and  initiate  services  quickly, 
within  48  hours.    Further,  many  certified  home  health  agencies  reported 
having  liaison  nurses  stationed  in  hospitals.    These  liaison  nurses  often 
participate  in  rounds,  help  to  identify  potential  discharges  early  in  their 
hospital  stay,  and  help  the  discharge  planners  to  develop  a  discharge  plan. 

Despite  these  concerns,  hospitals  were  the  primary  formal  referral 
source  for  channeling.    Many  discharge  planners  acknowledged  that  some 
patients  would  need  long  term  case  management  in  the  community,  and  that 
home  health  agencies  would  be  likely  to  stop  serving  clients  after  their 
need  for  skilled  care  diminished.    Many  believed  that  channeling  could  link 
the  client  with  an  appropriate  array  of  community  services;  they  also 
generally  approved  of  channeling's  commitment  to  working  with  informal 
caregivers.     It  seemed  often  the  case  that  discharge  planners  referred  to 
the  certified  home  health  agency  and  to  channeling  with  the  expectation 
that  channeling  would  stay  with  the  client  after  the  home  health  agency  was 
no  longer  involved. 


t     Discharge  planners  also  reported  making  simultaneous  referrals  of 
patients,  in  case  the  channeling  referral  was  not  accepted,  to  local 
nursing  home  screening  mechanisms,  or  to  community  agencies  that  provided 
some  form  of  case  management  or  access  to  in-home  services. 
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Home  health  agencies.  Certified  home  health  agencies  both  receive 
large  numbers  of  hospital  referrals  and  also  make  a  large  number  of 
referrals  to  channeling  (15.2  percent  of  all  referrals).    For  the  most  part 
these  referrals  to  channeling  were  reported  to  be  clients  who  no  longer 
needed  skilled  care  (as  defined  by  medicare  for  reimbursement  purposes), 
who  lacked  informal  supports,  or  who  needed  a  large  number  of  in-home 
nonmedical  services. 

The  combined  effects  of  dual  referrals  by  hospitals  and  referrals 
to  channeling  by  certified  home  health  agencies  after  the  skilled  care  need 
has  ended,  suggests  that  these  agencies  are  often  functioning  as 
intermediate  steps  on  the  pathway  from  hospitals  to  channeling.     It  also 
means  that  channeling  is  often  getting  clients  discharged  from  hospitals 
after  they  have  been  seen  by  other  agencies,  rather  than  getting  them  at 
the  point  of  discharge. 

A  review  of  hospital  and  home  health  referral  patterns  indicates 
that  financial  control  projects  had  significantly  more  referrals  from  these 
two  categories  than  basic  case  management  sites  (24.2  percent  versus  19.0 
percent  for  hospitals  and  21.7  percent  versus  9.8  percent  for  home  health 
referrals).    Many  referral  sources  reported  making  referrals,  to  channeling 
to  get  additional  services  for  their  clients,  suggesting  that  agencies  in 
financial  control  sites  have  greater  incentives  to  refer  to  channeling. 
Hospital  and  home  health  agency  respondents  in  financial  control  sites 
cited  this  as  a  reason  for  making  referrals.    Several  referral  sources  in 
basic  case  management  sites  reported  that  the  anticipated  service  expansion 
funds  in  those  sites  would  be  a  reason  for  making  referrals  and  some  in 
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fact  reported  delaying  making  referrals  until  service  expansion  funds 

became  available  to  channeling. 

Nursing  home-related  referrals*    Nursing  homes,  nursing  home 

waiting  lists,  and  nursing  home  pre-admission  screening  programs  were  also 

expected  to  be  an  important  source  of  appropriate  referrals  to 

channeling.    In  fact,  they  were  recorded  as  the  referral  source  for  less 

than  3  percent  of  the  eligible  referrals.    For  the  combined  nursing-home 

related  category  (89  individuals),  nursing  home  discharges  accounted  for  69 

percent  of  these  referrals,  nursing  home  screening  for  21  percent  and 

nursing  home  waiting  lists  for  10  percent,  however,  patterns  varied  by 

site,  with  some  projects  gaining  more  referrals  in  this  category  from 

1/ 

screening  programs  and  others  from  waiting  lists. 

Respondents  attributed  the  low  number  of  referrals  from  nursing 
home-related  sources  to  a  belief  that  individuals  come  to  the  attention  of 
nursing  homes  and  nursing  home  screening  mechanisms  only  after  an  almost 
irrevocable  decision  to  seek  nursing  home  placement  is  made.  Considerable 
planning,  soul  searching,  and  sometimes  feelings  of  guilt  are  associated 
with  the  decision  to  institutionalize,  and  the  family  may  feel  exhausted 
and  unable  to  provide  care  at  home  any  longer.    For  these  reasons, 
reopening  the  decision  in  order  to  consider  community  alternatives,  or 
changing  the  decision  once  made,  was  reported  to  be  extremely  difficult. 

Further,  there  appeared  from  the  interviews  to  be  a  perception  on 
the  part  of  some  nursing  home  screening  sources  that  if  clients  were 


See  Appendix  A  for  detailed  breakdown  of  these  sources  by  site 

and  model. 
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eligible  for  nursing  homes,  then  they  would  not  be  appropriate  for 
channeling.     In  other  words,  nursing  home  screens  might  refer  only  people 
who  did  not  qualify  for  nursing  home  placement,  rather  than  referring 
individuals  who  qualified  for  nursing  homes  but  might  also  be  appropriate 
for  community  placement. 

Physicians  and  psychiatric  facilities.    Physicians  and  psychiatric 
facilities  were  combined  with  the  "other"  category    of  Table  V.3  because  of 
the  small  number  of  referrals  they  accounted  for.    Physicians  were  recorded 
as  the  source  of  20  eligible  referrals,  and  psychiatric  facilities  7,  or 
0.7  and  0.2  percent  of  eligible  referrals  from  all  sources,  respectively. 
As  noted  in  Chapter  IV,  physicians  and  psychiatric  facilities  were  not 
targeted  as  priority  referral  sources,  although  referral  information  about 
channeling  was  circulated  to  physicians  in  some  sites.    It  is  also  true,  as 
noted  earlier  in  this  chapter,  that  physicians  could  have  been  involved  in 
referrals  recorded  as  hospital  or  family  referrals. 
3 .    Characteristics  of  Individuals  Found  Eligible  at  the  Screen 

In  this  section  we  describe  the  characteristics  of  the  individuals 

referred  to  channeling  and  determined  eligible,  beginning  with  those 

associated  with  the  channeling  program  eligibility  criteria — age, 

residence,  insurance  coverage  (financial  control  sites),  unmet  needs, 

1/ 

support  system,  and  functional  disability,      and  then  turning  to  other 
characteristics — presenting  problem  and  reason  for  applying  to  the  program, 


Detailed  descriptions  of  these  criteria  were  presented  in  Table 

V.l. 
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whether  the  applicant  had  also  applied  for  nursing  home  care,  sex,  race, 
living  arrangement,  and  income  at  the  time  of  application  to  channeling. 

The  data  for  this  section  are  drawn  from  the  screening  instrument 
and  the  sample,  as  in  the  case  of  the  referral  discussion,  includes  3,035 
individuals.    As  discussed,  these  data  are  collected  primarily  by  telephone 
through  either  applicant  or  proxy  self-report  and  are  used  to  determine 
program  eligibility.    For  these  reasons  we  expect  that  screening  data 
results  will  vary  from  the  in-person  baseline  assessment  data. 

a.    Characteristics  of  Persons  Eligible  for  Channeling  by 
Eligibility  Criteria 

Age.    All  applicants  must  be  age  65  or  over  in  order  to  qualify  for 

participation  in  the  demonstration.    Actual  ages  of  eligibles  ranged  from 
1/ 

64      to  103,  with  the  overall  mean  age  being  79.6  years  (see  Table  V.4). 
Eligible  applicants  in  financial  control  sites  averaged  80.1  years, 
compared  to  79.2  for  those  in  basic  case  management  sites. 

Compared    with  the  national  aged  (65  and  over)  population,  the 
channeling  sample  is  a  much  older  group:    8.8  percent  of  the  national  aged 
population  is  85  and  over,  compared  to  27.6  percent  of  the  channeling 
sample.    In  addition,  62  percent  of  the  national  aged  population  is  under 
age  74,  compared  with  only  27.1  percent  of  the  channeling  sample. 

Residence .  A  second  program  eligibility  criterion  requires  that 
the  applicant  be  living  in  the  community  (and  in  the  specified  catchment 
area  of  each  project)  or,  if  in  a  long  term  care  institution — either 


LI 

In  three  instances,  apparently  due  to  arithmetic  errors  in 
calculating  age  from  birthdate,  64-year-olds  were  admitted  to  the  program. 
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nursing  home  or  chronic  hospital — be  certified  for  discharge  within  three 
months.    Data  in  Table  V.4  show  that  the  great  majority  of  eligible 
applicants  (96.1  percent)  did  reside  in  the  community  at  the  time  of 
screening.    The  basic  case  management  projects  had  a  significantly  higher 
proportion  of  institutional  applicants  (5.1  percent)  than  did  the  financial 
control  projects  (2.5  percent).    This  difference  is  primarily  attributable 
to  the  fact  that  in  one  basic  channeling  site  14.5  percent  of  those 
determined  eligible  were  in  long  term  care  institutions  at  the  time  they 
were  screened,  a  proportion  significantly  above  those  of  the  other 
projects,  and  in  two  financial  control  sites  no  eligible  applicants  were  in 
such  institutions  when  screened. 

Insurance  coverage.    A  third  eligibility  category,  applicable  to 
the  financial  control  projects  only,  involves  insurance  coverage.  Because 
the  financial  control  model  uses  medicare  funds  as  part  of  the  funds  pool 
for  service  reimbursement,  eligible  applicants  (as  noted)  must  have 
coverage  under  medicare  part  A.    A  review  of  insurance  coverage  (Table  V.4) 
demonstrates  that  on  the  medicare  criterion,  99.8  percent  of  the  financial 
control  eligibles  (two  cases  were  without  medicare  coverage)  reported 
coverage  either  under  medicare,  or  medicare  plus  other  coverage  (e.g., 
private  insurance  or  medicaid).    Although  no  such  requirement  was  placed  on 
basic  case  management  sites,  they  also  received  a  high  proportion  of 
eligible  medicare  referrals,  with  97.1  percent  covered  by  at  least  part  A 
of  medicare.    Nineteen  percent  of  the  basic  case  management  eligibles  had  a 
combination  of  medicare  and  medicaid,  compared  with  29  percent  of  the 
financial  control  eligibles.    The  basic  case  management  projects  also 
reported  1.6  percent  of  the  eligibles  as  being  covered  only  by  medicaid. 
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The  significantly  higher  proportion  of  medicaid  eligibles  in  the  financial 
control  sites  is  at  least  in  part  a  result  of  special  efforts  to  recruit 
medicaid  eligibles,  including  the  closing  of  the  screen  in  financial 
control  sites  to  nonmedicaid  eligibles  for  a  six-week  period  early  in  the 
demonstration.     Individual  projects  also  varied  with  respect  to  the 
proportion  of  eligibles  on  medicaid,  ranging  from  almost  42  percent  in 
Florida,  to  about  14  percent  in  Maine  and  New  Jersey. 

Data  on  the  general  aged  population  show  that  13.8  percent  of  the 
nation's  aged  population  receive  services  reimbursed  under  medicaid.  This 
national  figure  includes  those  currently  institutionalized  (3.7  percent), 
indicating  that  the  channeling  overall  rate  of  24.5  percent  medicaid,  while 
lower  than  originally  expected,  may  represent  a  high  proportion  of  medicaid 
eligibles  in  the  target  population. 

Unmet  needs .    The  channeling  criteria  also  required  that  eligible 
applicants  be  experiencing  unmet  needs  in  two  service  areas  for  at  least  an 
expected  six-month  time  period.    Data  in  Table  V.4  show  that  eligibles 
reported  an  average  of  three  unmet  needs.    Of  the  full  sample,  32.3  percent 
reported  four  or  more  unmet  needs,  and  an  additional  60.5  percent  reported 
unmet  needs  in  two  or  three  areas.     (The  7  percent  of  the  sample  reporting 
less  than  two  unmet  needs  areas  qualify  for  channeling  on  the  fragile 
support  criterion  described  below.)    There  is  little  difference  in  the 
number  of  reported  unmet  needs  between  the  basic  case  management  and 
financial  control  models,  for  which  mean  numbers  of  unmet  needs  were  3.1 
and  3.0,  respectively. 

A  second  aspect  of  the  unmet  needs  criterion  involves  examining  the 
fragility  of  the  informal  support  system.    If  channeling  screeners  could 
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determine  that  the  applicant's  informal  system  was  in  danger  of  collapse, 

this  fragility  determination  would  serve  in  lieu  of  the  actual  unmet  needs 
1/ 

criterion.       Eighty-six  percent  of  the  eligibles  were  reported  to  have 
fragile  informal  support  systems.    The  Texas  site,  at  about  60  percent,  was 
significantly  lower  than  the  other  sites  on  this  criterion.    However,  as 
noted  earlier  in  the  discussion  of  the  screening  process,  projects  reported 
difficulties  with  the  definition  and  interpretation  of  the  unmet 
needs/fragile  informal  supports  criterion.    Differences  among  projects  on 
this  criterion  may,  therefore,  be  affected  by  site-specific  procedures  for 
interpreting  it. 

Functional  disability.    As  discussed,  functional  disability  was  the 

major  eligibility  criterion  for  the  demonstration.    Eligible  applicants 

were  required  to  be  experiencing  either  two  moderate  impairments  in  the 

activities  of  daily  living  (ADL),  three  severe  impairments  in  the 

instrumental  activities  of  daily  living  (IADL),  or  one  severe  ADL  and  two 

21 

severe  IADL  impairments.        Cognitive  or  behavioral  problems  affecting 
daily  living  also  counted  as  an  IADL  impairment  for  eligibility 
determination  purposes.    The  channeling  sample  is  examined  here  first  with 
respect  to  these  eligibility  criteria,  then  compared  with  ADL  data  on  the 


In  8.8  percent  of  the  cases,  screeners  were  unable  to  assess  the 
informal  support  system. 

2/ 

ADL  and  IADL  activities  were  broken  down  into  three  impairment 
levels:     independent,  moderate  and  severe.    The  severe  classification  was 
used  for  individuals  who  could  not  perform  the  activity  at  all.  The 
moderate  classification  was  used  if  someone  could  perform  the  activity  with 
help. 
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national  aged  population  and  the  groups  served  by  other  long  term  care 
demonstrations. 

A  modified  version  of  the  activities    of  daily  living  scale  (Katz 
et  al.,  1970)  which  consists  of  questions  in  six  areas — bathing,  dressing, 
toileting,  transfer,  continence,  and  eating — was  used  as  the  primary 
determinant  of  functional  disability.    This  version  of  the  scale  relies  on 
client  self-reports  and  uses  a  three-level  classification  for  each  area — 
independent,  moderate,  and  severe—with  total  scores  ranging  from  0  to  12, 
(a  low  score  indicating  severe  disability).    As  shown  in  Table  V.5,  72.6 
percent  of  the  channeling  sample  were  very  severely  or  severely  impaired 
(two  or  more  severe  ADL  impairments).    An  additional  21.1  percent  of  the 
sample  were  classified  as  moderately  impaired  (at  least  two  moderate  or  one 
severe  ADL  impairments).    Finally,  6.3  percent  of  the  overall  sample  were 
classified  in  the  mild  range  (none  or  one  moderate  ADL  impairment).  A 
portion  of  the  moderate  ADL  impairment  group  and  all  of  the  mild  ADL 
impairment  group  needed  to  have  severe  IADL  impairments  to  qualify  for  the 
demonstration,  given  the  eligibility  criteria  (refer  back  to  Table  V.l). 
Data  showed  little  model  differences  in  ADL  scores;  computing  an  ADL  score 
based  on  the  six  items  (0-12  scoring  range),  shows  the  basic  case 
management  projects  reporting  a  mean  score  of  6.2,  compared  to  6.1  for 
financial  control  sites  (see  Table  V.5). 

As  noted,  those  channeling  applicants  not  meeting  the  ADL 
eligibility  criterion  could  still  qualify  for  the  program  if  experiencing 
impairments  in  instrumental  activities  of  daily  living.    IADLs  include  the 
ability  to  prepare  meals  independently,  do  housework,  shop,  travel,  take 
medicine,  manage  finances,  and  use  the  telephone.    For  purposes  of  the 
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eligibility  criteria,  five  of  these  areas — housekeeping  and  shopping,  and 

telephone  use,  travel  and  money  management — were  combined  to  form  two  IADL 

categories.     In  addition  to  the  resulting  four  IADL  categories  (the  two 

combined  categories  plus  meal  preparation  and  taking  medicine),  an 

Impairment  in  cognitive  functioning  that  affected  an  individual's  daily 

living  also  counted  as  an  IADL  impairment  for  purposes  of  eligibility. 

Table  V.5  presents  data  on  these  five  IADL  eligibility  categories  for  those 

applicants  not  qualifying  for  the  demonstration  on  ADL  impairments  alone. 

The  data  show  that  this  group  averaged  3  severe  IADL  impairments  on 

1/ 

the  combined  categories  used  for  the  eligibility  criterion.  Twenty-nine 

percent  were  classified  as  having  severe  IADL  impairments  (four  or  more) 

and  an  additional  69.5  percent  were  considered  moderately  impaired  (two  or 

21 

three  severe  impairments).        As  discussed,  problems  in  cognitive  or 
behavioral  functioning  were  also  used  as  part  of  the  eligibility 
criterion.    Individuals  who  were  reported  to  have  cognitive  or  behavioral 
difficulties  affecting  daily  living  were  counted  as  having  one  additional 
IADL  impairment.    Table  V.5  shows  that  51.3  percent  of  the  channeling 
sample  for  which  this  variable  was  reported  had  problems  in  this  area. 


U 

Although  individuals  needed  to  be  experiencing  three  severe  IADL 
impairments  to  be  eligible  under  the  IADL  category,  those  experiencing  one 
moderate  ADL  impairment  needed  only  2  IADL  impairments,  thus  accounting  for 
the  mean  score  of  slightly  under  three  in  some  sites. 

11 

According  to  the  screening  data,  a  very  small  number  of 
individuals  (1.5  percent  of  this  group  or  0.2  percent  of  the  total 
channeling  sample)  should  not  have  qualified  based  on  the  reported  IADL 
impairment  levels,  and  an  additional  0.5  percent  of  the  total  sample  were 
not  eligible  based  on  the  combined  ADL  and  IADL  criterion  described 
earlier. 
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Table  V.6  provides  a  detailed  description  of  the  six  specific 
activities  on  the  ADL  scale.    Comparing  the  channeling  sample  to  the 
general  aged  population  (65  and  older),  large  differences  in  the  two 
groups 's  ability  to  perform  bathing,  dressing,  and  toileting  functions  are 
evident.    Only  32  percent  of  the  channeling  sample  were  reported  able  to 
dress  themselves  independently,  compared  to  97  percent  of  the  U.S.  aged 
population.    Only  44  percent  of  the  channeling  sample  were  reportedly 
independent  in  toileting  functions,  compared  to  98  percent  of  the  U.S.  aged 
population.    Finally,  less  than  11  percent  of  the  channeling  sample  could 
reportedly  bathe  independently,  compared  to  96  percent  for  the  national 
aged  population. 

In  addition  to  comparing  the  channeling  eligible  sample  to  the 
national  aged  population,  we  examined  the  channeling  eligibles  in  the 
context  of  other  long  term  care  demonstrations  which  have  been  recently 
completed  or  are  currently  underway.       The  comparison  with  preliminary 
data  on  other  projects  is  subject  to  several  potentially  important 
limitations.    First,  as  noted  earlier,  the  channeling  data  are  self- 
reported  and  come  from  a  screen  (administered  In  most  cases  over  the 
telephone)  which  is  also  used  to  determine  eligibility.    They  are  expected 
to  differ  from  the  baseline  data  collected  in  the  channeling  in-person 
assessment.    ADL  data  on  the  other  projects  come  most  frequently  from  in- 
person  baseline  assessments,  which  in  some  (but  not  all)  projects  were  also 


~~  These  demonstrations  are  currently  being  evaluated  by  Berkeley 
Planning  Associates  in  a  comparative  evaluation  of  long  term  care  projects 
sponsored  by  HCFA.     Data  for  this  section  come  from  preliminary  work  done 
by  the  Berkeley  Planning  Associates  (Capitman  et  al. ,  1983). 
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self-reported  and  in  a  number  of  cases  were  also  used  as  an  eligibility 
determinant. 

Like  channeling,  each  of  the  other  demonstrations  presented—with 
the  exception  of  Triage  (Phase  I) — tried  to  target  services  to  a  highly 
disabled  population  at  risk  of  nursing  home  placement.    Yet,  comparing  ADL 
impairments  reveals  considerable  variation  in  functioning  levels  (see  Table 
V.7)  for  the  samples  from  these  other  demonstrations.    For  example,  the 
proportion  of  the  samples  with  no  ADL  impairments  ranged  from  a  high  of  68 
percent  to  a  low  of  5  percent,  with  a  majority  reporting  that  they  served  a 
high  number  of  individuals  (35  to  45  percent)  with  no  ADL  impairments. 
While  the  channeling  screening  data  show  6.2  percent  of  the  eligibles  with 
no  ADL  impairments,  there  is  reason  to  believe  that  the  channeling  baseline 
data  will  be  more  comparable  to  the  data  reported  for  the  ACCESS  and  South 
Carolina  Community  Long  Term  Care  projects. 

Examination  of  the  specific  ADL  tasks  also  highlights  the  wide 
range  in  functional  ability  across  demonstrations.    For  instance, 
independence  in  bathing  ranged  from  6  percent  and  10.5  percent, 
respectively,  for  the  New  York  City  and  channeling  samples,  to  over  50 
percent  independence  reported  in  the  California  Multi-Senior  Services 
Program,  Milwaukee  Community  Care  Organization,  and  the  Florida  Community 
Care  Services  Project.    The  ACCESS  project,  South  Carolina  Community  Long 
Term  Care  project,  and  the  New  York  City  Home  Care  Project  are  most 
consistently  comparable  with  the  channeling  sample.    These  limited  data 
suggest  that  the  channeling  demonstration  has  been  successful  in  targeting 
a  population  with  a  high  level  of  functional  impairment;  however,  given  the 
lack  of  evidence  linking  impairment  levels  to  service  utilization,  these 
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TABLE  V.7 

COMPARISON  OF  CHANNELING  ELIGIBLES  TO  OTHER  LONG  TERM  CARE  DEMONSTRATION 
SAMPLES  ON  DIMENSIONS  OF  ACTIVITIES  OF  DAILY  LIVING 


PERCENT  INDEPENDENT 

No  AOL 

Bathing 

Dressing 

Toileting 

Transfer 

Eating 

Impairments 

Channeling  , 
Appropriates-' 

10.5 

32.1 

44.0 

46.7 

76.9 

(3.035P-7 

ACCESS^ 

21.0 

34.0 

48.0 

54.0 

51.0 

18.0 
(5,893) 

New  York  City 

6.0 

24.0 

47.0 

48.0 

65.0 

5.0 
(482) 

San  Diego 

47.0 

65.0 

77.0 

76.0 

86.0 

43.0 
(555) 

Florida 

51.0 

75.0 

87.0 

93.0 

95.0 

f  / 

42.  (£-' 
(297) 

cl 

Georgia11' 

40.  (£' 
(805) 

MSSP 

53.0 

65.0 

77.0 

76.0 

96.0 

39.0 
(1,972) 

South  Carolina 

23.0 

31.0 

37.0 

49.0 

52.0 

15.0 
(469) 

Tri  **np  T 

I  L     u  \j  v_-  x 

68 .0^ 
(1,396) 

Triage  II 

46.0^ 
(495) 

Barron^ 

39.0 

82.0 

79.0 

89.0 

95.0 

35.0 
(127) 

La  Crosse^ 

40.0 

85.0 

72.0 

• 

36.0t/ 
(379) 

Milwaukee^ 

50.0 

84.0 

74.0 

90.0 

93.0 

38.0 
(119) 

NOTE:    This  table  was  adapted  from  preliminary  work  by  the  Berkeley  Planning  Associates'  comparative 
evaluation  of  existing  long  term  care  demonstrations  (Capitman  et.  al.,  1982).    One  of  the  ADL  categories 
(continence)  used  in  the  channeling  scale  was  not  used  systematically  In  the  other  demonstrations,  so  it 
is  not  included  here, 
a/ 

Channeling  data  were  recorded  at  the  screen  and  utilized  for  eligibility  determination;  these 
are  expected  to  vary  from  channeling  baseline  assessment  data, 
b/ 

ACCESS  I  age  65  and  over  only. 

cl 

Georgia  12-month  sample. 

Milwaukee,  Barron,  and  LaCrosse  sites  of  the  Wisconsin  Project- -medicaid  aged  only. 

e/ 

Sample  sizes  in  parentheses.  Sample  sizes  for  specific  activities  can  be  slightly  different, 
depending  on  missing  data. 

V 

Based  on  a  different  scale  from  the  5-point  ADL  scale  used  by  the  Berkeley  Planning  Associates 
in  their  evaluation  effort  of  the  other  projects. 
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data  do  not  necessarily  ensure  that  the  population  is  indeed  the  group  most 
likely  to  be ■ institutionalized. 

b.    Other  Characteristics  of  Persons  Eligible  for  Channeling 
In  addition  to  the  data  needed  to  determine  program  eligibility, 
additional  descriptive  information  was  collected  on  eligible  applicants. 
This  information  (Table  V.8)  included  the  presenting  problem,  whether  the 
individual  had  applied  for  or  been  placed  on  a  nursing  home  waiting  list, 
and  demographic  data  including  living  arrangement,  sex,  race,  and  income. 

Presenting  problem.    During  the  screening  process,  staff  were  to 
ascertain  the  presenting  problem.    As  shown  in  Table  V.8,  an  individual 
could  be  considered  to  have  between  one  and  four  problems  grouped  in  the 
following  four  categories:     changes  in  functional  status  (59.3  percent), 
mental  or  psychological  problems  (26.8  percent),  inadequate  existing 
services  (69.3  percent),  and  a  loss  or  threatened  loss  of  a  primary 
caregiver  (37.8).    There  is,  however,  considerable  variation  in  the 
problems  recorded  by  screening  staff.    For  example,  in  91  percent  of  the 
cases  in  Maine  and  92  percent  of  the  cases  in  Ohio,  screeners  reported  a 
change  in  functional  status  as  a  presenting  problem,  compared  to  the 
Pennsylvania  site,  where  this  problem  was  reported  in  only  20  percent  of 
the  cases.    Similarly,  in  the  Maine  and  Texas  sites  9  percent  of  eligibles 
were  reported  as  experiencing  mental  or  psychological  problems,  whereas  in 
the  Ohio  site  these  problems  were  reported  in  56  percent  of  the  cases.  The 
variation  among  projects  in  defining  presenting  problems  (reported  during 
our  interviews  with  screeners)  could  account  for  a  high  proportion  of  the 
apparent  differences  among  projects  on  this  variable. 
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Application  to  nursing  home.    Because  of  the  strong  emphasis  on 
targeting  a  population  at  high  risk  of  institutionalization,  screeners  were 
to  record  whether  an  applicant  was  applying  to  a  nursing  home  or  on  a 
nursing  home  waiting  list.    Data  in  Table  V.8  show  that  7.2  percent  of  the 
eligibles  who  responded  to  this  question  had  applied  to  or  were  on  a 
waiting  list  for  a  nursing  home.    This  proportion  varied  significantly  by 
model,  with  5.7  percent  of  the  eligibles  in  financial  control  sites  in  this 
category,  compared  to  8.5  percent  of  the  basic  case  management  eligibles. 
There  was  also  some  site  variation,  with  the  site  in  Maine  having  a 
significantly  higher  proportion  of  nursing  home  applicants  (12.1  percent) 
and  Florida  a  significantly  lower  one  (4.4  percent). 

Living  arrangement.    Because  the  availability  of  informal  supports 
influences  the  need  for  long  term  care,  type  of  living  arrangement  is  also 
an  important  descriptor  of  the  population.    An  examination  of  this  variable 
for  the  channeling  sample  (Table  V.8)  shows  that  33.9  percent  of  the 
appropriate  applicants  lived  alone.    An  additional  31.8  percent  of  the 
sample  lived  with  a  spouse  or  a  spouse  and  others,  and  30.4  percent  lived 
with  others — relatives  and  nonrelatives — in  the  community.     In  the 
financial  control  sites  as  a  group  (which  as  noted  earlier  had  a  lower 
number  of  institutionalized  eligibles),  a  significantly  higher  proportion 
were  reportedly  living  alone  (37.1  percent),  compared  to  the  basic  case 
management  sites  (31.2  percent).    Variation  among  individual  sites  also 
occurred,  with  New  York  and  Florida  having  a  significantly  higher 
proportion  living  alone  (44.3  percent  and  42.3  percent,  respectively),  and 
Maine,  New  Jersey,  and  Pennsylvania  a  significantly  lower  one.  In 
comparing  the  channeling  sample  to  the  national  population  65  and  over,  we 
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see  a  higher  proportion  of  channeling  eligibles  (33.9  percent)  residing 
alone  than  is  true  of  the  national  elderly  population  (27.5  percent). 

Sex.    As  presented  in  Table  V.8,  70.8  percent  of  the  channeling 
eligibles  were  female.    This  is  above  the  59.6  percent  figure  for  the 
national  proportion  of  aged  who  are  female,  but  not  unexpected  given 
current  longevity  patterns  and  the  high  number  of  those  over  85  in  the 
channeling  sample. 

Ethnicity .    Screen  data  showed  that  74.7  percent  of  eligibles  as 
white,  21.3  percent  black,  and  3.9  percent  Hispanic.  Reflecting 
demographic  differences  of  the  catchment  areas,  there  was  considerable  site 
variation  on  these  proportions,  with  Maryland  (51.4  percent),  Texas  (42.5 
percent),  Philadelphia  (41.4  percent),  and  Ohio  (31.9  percent)  serving  a 
significantly  higher  percentage  of  blacks,  and  Florida  serving  a 
significantly  higher  number  of  Hispanics  (25.4  percent).     Comparing  the 
demonstration  sample  to  the  national  aged  population,  we  find  that  21.3 
percent  of  the  channeling  appropriates  were  black,  compared  to  8.1  percent 
for  the  65  and  over  population  generally.    Four  percent  of  the  channeling 
sample  was  Hispanic,  compared  to  2.7  percent  for  the  total  aged  population. 

Income.    Because  long  term  care  service  utilization  and  placement 

are  affected  by  an  individual's  ability  to  purchase  services,  income  is 

also  an  important  descriptor  of  the  long  term  care  population.    The  data  in 

Table  V.8  show  that  60.4  percent  of  the  channeling  sample  reported  incomes 

1/ 

of  less  than  $500  per  month.        An  additional  32.2  percent  had  incomes 


The  income  values  apply  to  the  individual  sample  members  and 
spouses  (if  applicable)  and  do  not  include  income  of  other  household 
members . 
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between  $500  and  $999,  and  7.4  percent  had  monthly  incomes  of  $1,000  or 
more.    Monthly  income  varied  considerably  by  site,  ranging  from  a  mean  of 
$382  in  Florida,  to  $640  in  Maine.    This  corresponds  with  our  earlier 
discussion  of  insurance  coverage,  in  which  Maine  and  Florida  had 
considerably  different  proportions  of  those  covered  by  medicaid,  an  income- 
tested  program.    There  were  also  significant  model  differences  on  the 
income  variable  ($532  for  basic  case  management  models  versus  $502  for 
financial  control  sites);  these  differences  are  in  part  attributable  to  the 
large  variation  in  income  reported  in  the  Maine  and  Florida  sites  and  could 
also  reflect  the  higher  proportion  of  medicaid  eligibles  in  the  financial 
control  projects. 

D.     ISSUES  ASSOCIATED  WITH  THE  REFERRAL  AND  SCREENING  PROCESS 

The  referral  approach  and  screening  procedures  of  the  channeling 
projects,  as  demonstrated  by  the  data  in  the  previous  section,  have 
resulted  in  recruitment  of  applicants  experiencing  a  high  degree  of 
functional  impairment.    Although  the  projects  appear  to  have  been 
successful  at  recruiting  an  impaired  target  population — subject  to  the 
limitations  of  the  data  noted  earlier — respondents  to  our  interviews  raised 
a  number  of  issues  concerning  the  referral  and  screening  procedures.  These 
issues  involve  screening  unit  structure  and  staffing,  eligibility  criteria 
and  Instrumentation,  and  the  effects  of  the  demonstration's  design  on 
channeling  staff  and  referral  sources. 
1 .     Structure  and  Staffing 

The  majority  of  those  interviewed  felt  that  some  formal  screening 
was  necessary  for  a  project  attempting  to  serve  this  type  of  at-risk  target 
population.    However,  they  viewed  an  administratively  separate  screening 
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unit  as  artificial  from  a  program  perspective.    Project  staff  indicated 
that  the  separate  organizational  setup  was  an  inefficient  use  of  staff,  and 
led  to  feelings  of  isolation  on  the  part  of  screeners;  sites  where  the 
screen  was  located  in  a  different  physical  location  reported  particular 
problems  in  this  area.    Projects  that  subcontracted  the  screening  function 
also  reported  difficulties  in  controlling  day-to-day  activities  and 
supervising  the  screening  and  research  procedures,  and  several  were 
considering  modifying  their  screening  arrangments  at  the  time  of  our 
visits. 

A  number  of  administrative  concerns  about  the  screening  function 
were  also  identified  by  project  staff.     Staff  reported  stress  associated 
with  the  overall  screening  process,  including  the  uneven  nature  of  their 
workloads.     Sometimes  the  screening  function  would  be  backlogged,  with 
screeners  completing  9  or  10  screens  a  day;  but  at  other  times  screeners 
reported  completing  only  one  or  two  screens  a  day.    Screening  staff  were 
also  in  many  cases  frustrated  by  not  being  able  to  follow  up  on  clients 
they  had  assigned.    These  issues,  as  well  as  concern  about  salary  levels  in 
some  sites,  reportedly  contributed  to  morale  problems  for  screeners,  and 
may  be  related  to  the  turnover  in  the  screening  positions  that  occurred  in 
a  number  of  sites. 

2.    Eligibility  Criteria  and  Instrumentation 

The  eligibility  criteria  were  a  source  of  considerable  discussion 
during  early  project  experience.     Staff  from  several  projects,  as  well  as  a 
number  of  referral  sources,  felt  that  the  screening  impairment  criteria 
were  too  strict,  and  that  individuals  in  need  of  long  term  care  were  being 
inappropriately  rejected  by  the  program.    Eligibility  criteria  requiring 
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judgments  about  fragile  informal  support  systems  and  unmet  needs  were  also 
raised  as  problem  areas  in  several  sites.    Channeling  project  staff  felt 
that  determination  of  these  conditions  based  on  screening  information  was 
difficult,  requiring  considerable  screener  judgment.    They  indicated  that 
the  screen  required  more  discretion  and  judgment  than  they  had  expected, 
and  for  that  reason,  viewed  hiring  staff  with  relevant  prior  social  service 
experience  as  advantageous. 

Another  area  of  concern  involved  clients  with  psychiatric 
disorders.    Because  the  screen  emphasized  client  physical  functioning 
(although  some  mental  functioning  aspects  of  daily  living  were  addressed  by 
the  IADL  questions),  screening  personnel  and  referral  sources  felt  that 
some  individuals  experiencing  mental  disorders  were  excluded  from  the 
demonstration.     Critics  of  the  eligibility  criteria  felt  that  behaviors 
such  as  wandering,  forgetf ulness ,  and  emotional  conflicts,  which  could  lead 
to  institutionalization,  did  not  receive  sufficient  weight  in  the  screening 
criteria.     Because  individuals  with  mental  disorders  could  in  many  cases 
perform  physical  activities  of  daily  living  independently,  it  was  difficult 
for  these  applicants  to  meet  the  program  eligibility  guidelines. 

An  additional  concern  expressed  about  the  eligibility  criteria  was 
the  too-disabled  classification,  which  projects  could  use  when  they  felt 
they  could  not  provide  care  within  acceptable  standards  of  safety  and 
cost.     Several  projects  utilized  a  routine  supervisory  review  for  all 
applicants  reporting  three  or  more  severe  ADL  impairments,  as  one  mechanism 
for  identifying  this  group.    All  projects  required  some  form  of  supervisory 
sign-off  before  an  individual  could  be  classified  as  too  disabled.  Project 
staff  felt  that  some  cases  were  clear  cut;  but  in  general  there  was  concern 
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about  the  discretion  required  to  make  the  too-disabled  classification,  and 
many  preferred  to  defer  it  till  the  assessment  or  care  planning  activities. 

In  addition  to  the  issues  surrounding  the  eligibility  criteria, 
respondents  identified  several  issues  which  focused  on  the 
ope rationalization  of  the  criteria  through  the  channeling  screening 
instrument.    The  majority  felt  that  the  screening  instrument  itself  was 
working  effectively.     Several  screeners  and  supervisors  were  concerned  with 
the  screen's  length  (it  took  on  average  about  15-20  minutes  to  administer), 
but  most  reported  the  screening  process  was  not  as  much  of  a  burden  on 
clients  and  referral  sources  as  had  been  anticipated  prior  to 
implementation. 

Most  of  the  concerns  of  screeners  and  supervisors  involved  the 
self-report  nature  of  the  instrument.    Several  reported  that  prospective 
clients  tended  to  underreport  disability  levels  and  need,  while  proxies 
tended  to  overstate  the  needs  of  persons  on  whose  behalf  they  responded. 
Because  of  this  concern  over  the  validity  of  self -report  information, 
screeners  felt  more  confident  making  the  eligibility  decision  when 
conducting  in-person  screens.     Some  for  example,  reported  a  few  instances 
in  which  applicants  already  residing  in  nursing  homes  were  not  impaired 
enough,  based  on  self-report,  to  be  eligible;  they  suspected  that  nursing 
home  residents  attempting  to  go  back  into  the  community  tended  to  overstate 
their  independence,  in  order  to  get  approval  to  leave  the  institution.  An 
individual's  attempt  to  stress  independence  could  result  in  their  being 
determined  inappropriate  and,  for  that  reason,  projects  have  encouraged 
their  screeners  to  use  proxies  or  in-person  screens  in  these  types  of 
cases,  f 
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Another  concern  expressed  at  several  projects  was  that  the  screen 

systematically  understated  the  disability  of  individuals  who  lived  alone 

who — because  they  did  not  have  help  at  home — had  no  option  but  to  perform 

activities  of  daily  living  without  help,  however  inadequately.  Screening 

personnel  believed  that  if  these  individuals  had  resided  with  others  who 

helped  them,  they  would  have  been  scored  moderately  impaired.    For  example, 

in  one  case  cited,  an  individual  living  alone  reported  that  she  could  dress 

herself  independently — even  though  this  process  might  take  two  hours  to 

complete;  because  she  received  no  assistance  she  was  classified  as 

independent  in  this  function.    A  person  with  a  similar  disability  but 

living  with  others  and  receiving  help  would  probably  have  been  scored  as 

1/ 

moderately  dependent. 

3 .    Effects  of  the  Demonstration's  Design 

Referral  sources  frequently  stated  that  the  fact  that  the 
channeling  projects  were  part  of  a  national  research  and  demonstration 
effort  had  a  positive  effect  on  referrals.    Among  the  reasons  they  reported 
making  referrals  were  that  they  believed  the  policy  issues  being  tested 
were  important,  or  that  they  wanted  to  make  sure  an  adequate  research 
sample  was  found.    Being  part  of  a  national  experiment  generated  both 
interest  and  respect  on  the  part  of  many  formal  referral  sources  in  the 
demonstration  areas,  and  appeared  to  confer  a  certain  measure  of  legitimacy 
on  channeling. 


1/ 

Instructions  for  scoring  the  screening  instrument  were  modified 
in  response  to  concern  about  such  a  circumstance. 
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However,  referral  sources  almost  uniformly  disliked  a  set  of 
circumstances  they  attributed  to  the  randomization  feature  of  the 
experimental  design,  although  they  reported  that  channeling  projects  had 
explained  this  feature  and  addressed  their  ethical  concerns.     In  fact,  it 
was  difficult  to  distinguish  the  influences  of  randomization  procedures 
from  those  of  restrictive  channeling  eligibility  criteria.  Referral 
sources  disliked  uncertainty  about  whether  a  referral  would  be  accepted, 
they  disliked  seeing  clients  they  felt  could  benefit  from  channeling  being 
"rejected,"  and  they  disliked  having  to  start  the  process  of  locating 
services  over  again  for  the  portion  of  their  referrals  who  were  sent  back 
by  channeling,  in  effect  leaving  them  with  the  same  problem  that  generated 
the  referral  initially.    Another  effect  attributed  to  randomization  was  a 
small  number  of  "strings"  of  either  control  or  treatment  assignments  for 

LI  1 

specific  referral  sources.       A  few  hospitals  were  reported  at  some  sites 
to  have  dropped  out  as  referral  sources  as  a  result,  but  the  permanence  or 
impact  of  this  could  not  be  assessed  based  on  the  limited  reports  we 
received.     In  other  sites,   "good  luck"  with  treatment  group  assignments  was 
reported  by  some  referral  sources;  in  one  site  referral  sources  reported 
sending  referrals  through  a  second  agency,  believing  that  that  agency's 
"good  record"  gave  them  a  better  chance  of  getting  people  into  channeling. 

The  random  assignment  process  required  by  the  experimental  design 
appeared  in  some  ways  to  have  had  more  of  an  impact  on  channeling  staff 


—  As  noted  earlier,  referral  sources  frequently  expressed  annoyance 
that  they  were  not  told  the  reason  why  referrals  were  not  accepted.     It  was 
unclear  whether  the  "controls"  they  cited  were  in  fact  control  group 
members  identified  as  such  to  referral  sources,  or  whether  they  included 
persons  determined  ineligible  for  channeling. 


161 


than  on  referral  sources.    Screeners  in  each  of  the  channeling  sites 
reported  that  informing  controls  of  their  status  was  a  stressful  aspect  of 
their  role.     One  screener  reported  delaying  return  calls  to  controls 
because  of  the  difficulty  in  giving  the  decision  to  applicants  experiencing 
high  levels  of  need.    Another  screener  reported  trying  to  contact  referral 
sources  at  times  when  they  would  be  unavailable,  so  she  could  leave  a 
message  rather  than  communicate  the  decision  directly.     In  still  another 
site,  a  procedure  was  established  in  which  a  screener  who  did  not  conduct 
the  initial  screen  was  the  person  who  made  the  callback  to  the  applicant  or 
referral  source.    The  majority  of  screeners  did  contact  control  applicants 
and  referral  sources  directly  and  quickly,  but  it  was  clear  from  the 
interviews  that  the  screeners  found  the  process  psychologically  difficult. 

Because  the  majority  of  screeners  had  some  prior  social  service 
experience,  many  felt  that  their  responsibilities  in  channeling  were  in 
conflict  with  their  professional  training.    Those  screeners  with  clinical 
experience  felt  that  it  was  difficult  not  to  try  to  make  the  best  set  of 
referrals  for  persons  assigned  to  the  control  group,  since  in  most  sites 
they  were  familiar  with  the  human  service  system.    In  a  number  of  sites 
screeners  had  worked  in  information  and  referral  agencies  prior  to  joining 
the  channeling  project.    The  majority  of  screeners  felt  that  in-person 
screens,  although  providing  better  information,  were  even  more  difficult  to 
conduct  because  of  this  problem. 

Although  the  channeling  projects  had  spent  a  considerable  amount  of 
time  preparing  referral  sources  for  the  research  features  of  the 
demonstration,  it  appeared  that  the  screeners  felt  they  still  bore  the 
brunt  of  dealing  with  providers  concerning  the  random  assignment  process  on 
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a  day  to  day  basis.    They  agreed  with  referral  sources  that  the  requirement 
not  to  distinguish  individual  ineligibles  from  controls,  when  sending 
referrals  back  to  agencies,  exacerbated  problems.    In  this  context,  it  is 
interesting  that,  although  the  majority  of  referral  sources  interviewed 
were  concerned  about  this  problem,  they  also  stated  that  in  most  cases  they 
did  know  which  individuals  had  been  determined  eligible  and  which 
ineligible . 

In  response  to  these  problems,  as  well  as  to  the  administrative 
issues  noted  earlier,  projects  have  tried  to  ease  the  burden  on  screeners 
by  involving  them  in  more  of  the  projects'  activities.    One  project,  for 
instance,  was  holding  care  planning  sessions  in  which  screeners  could  learn 
about  the  services  received  by  some  of  the  individuals  they  have 
assigned.    Other  projects  attempted  to  diversify  screening  activities  by 
having  screeners  participate  in  public  relations  and  outreach  activities 
for  the  agency.    Full  project  staff  meetings  and  supervisory  review 
identifying  the  importance  of  the  screening  function  to  the  demonstration 
have  also  become  part  of  the  management  practices  of  most  of  the  sites. 

A  second  major  concern  of  referral  sources  was  the  time  necessary 
to  get  a  client's  services  started  once  the  referral  was  accepted,  as 
discussed  earlier.    With  the  exception  of  hospitals,  referral  sources  did 
not  report  reducing  the  rate  of  referrals  as  a  result,  but  some  did  say 
that  clients  who  were  perceived  to  have  immediate  or  crisis  needs  were 
referred  to  other  programs  because  they  could  not  afford  to  wait  for 
channeling.     Time  frames  may  change  significantly  once  caseload  buildup  is 
completed.     In  the  meantime,  some  referral  sources  said  they  are  using 


163 


other  arrangements  to  insure  some  level  of  services  for  channeling  clients 
between  the  time  they  are  referred  and  their  services  are  in  place. 

Two  other  issues  raised  by  referral  sources  were  attributed  in  part 
to  the  demonstration's  design.    One  was  lack  of  feedback  about  those 
applicants  who  were  judged  eligible  and  accepted  as  channeling  clients.  As 
noted  earlier,  many  referral  sources  reported  they  got  a  call  back  from  the 
screener  only  if  the  applicant  was  not  accepted,  but  many  wanted  to  know 
how  their  referrals  who  had  been  accepted  were  doing.    Hospital  discharge 
planners  in  particular  noted  that  they  were  frustrated  not  knowing  what 
services  were  put  in  place  for  their  clients  referred  and  accepted  into 
channeling;  they  had  in  a  few  cases  received  copies  of  care  plans  for  some 
clients  they  had  referred,  but  this  was  not  standard  practice.    The  other, 
relatively  minor,  issue  raised  by  referral  sources  was  the  length  of  the 
baseline  assessment  instrument  (it  averaged  about  an  hour  and  a  half  to 
complete).     Several  reported  deciding  not  to  refer  clients  whom  they 
thought  too  frail  to  go  through  a  lengthy  assessment  process.  Other 
referral  sources  reported  that  clients  had  refused  to  be  referred  when  they 
learned  about  the  baseline  assessment  instrument  and  the  possibility  of  • 
research  interviews. 
4.  Medicaid 

It  was  originally  expected  that  medicaid  recipients  would 
constitute  a  large  proportion  of  the  clients  using  channeling.  For 
financial  control  sites,  the  funds  pool  arrangements  were  based  on  this 
assumption.     In  fact,  20.5  percent  of  the  eligibles  in  basic  case 
management  sites  and  29  percent  in  financial  control  sites  have  been 
medicaid  recipients,  a  percentage  considerably  higher  than  the  national 
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average  for  persons  65  and  over  (13.8  percent,  including  those 
institutionalized).    However,  these  percentages  were  generally  lower  than 
had  originally  been  anticipated.    Early  in  caseload  buildup  it  became  clear 
that  medicaid  recipients  were  not  being  referred  to  channeling  in  large 
numbers.    As  noted  in  Chapter  IV,  the  funds  pool  for  the  financial  control 
projects  included  a  substantial  share  of  medicaid  funds.     In  order  to  draw 
down  this  source,  projects  had  to  achieve  a  proportional  caseload  share  of 
medicaid-eligible  clients.    For  that  reason,  extraordinary  efforts 
(including  closing  screening  and  intake  to  all  non-medicaid  applicants, 
mentioned  earlier)  were  taken  to  avert  a  shortfall.    After  approximately  a 
six  week  period  of  restricted  intake  and  strenuous  casefinding  efforts  it 
became  clear  that  the  original  assumptions  about  potential  medicaid 
recipient  participation  were  incorrect.     The  reimbursement  mechanism  for 
these  projects  was  subsequently  changed  to  permit  attribution  of  medicaid 
status  to  nonmedicaid  channeling  clients,  and  to  reduce  the  state  share  of 
the  funds  pool. 

There  appear  to  be  a  number  of  reasons  for  the  limited 
participation  of  medicaid  recipients  in  channeling.    First,  although  a  very 
high  proportion  of  nursing  home  patients  are  medicaid  recipients,  it 
appears  that  most  of  these  individuals  would  not  be  eligible  for  medicaid 
if  they  were  not  in  nursing  homes.    Second,  many  medicaid  recipients  are 
already  receiving  some  types  of  services.    When  they  are  referred  to 
channeling,  they  may  not  qualify  because  they  do  not  have  two  or  more  unmet 
needs  (referral  sources  may,  for  the  same  reason,  decide  not  to  refer  such 
clients  to  channeling).     Third,  even  though  many  elderly  medicaid  eligibles 
are  disabled,  a  proportion  of  this  group  have  no  functional  impairments  and 
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thus  are  not  eligible  based  on  the  demonstration  criteria.    There  may  also 
be  less  incentive  for  referral  sources  to  refer  medicaid  recipients  to 
channeling  than  there  might  be  for  other  types  of  potential  clients.  Many 
types  of  health-related  provider  agencies  can  receive  reimbursement  for  the 
services  provided  under  medicaid.    Further,  medicaid  recipients  are 
normally  eligible  for  services  under  social  services  block  grant  or  other 
public  social  service  programs,  and  thus  can  also  have  their  nonmedicaid 
services  reimbursed.    Therefore,  it  might  be  more  difficult  for  a  provider 
agency  to  arrange  a  package  of  services  for  a  medicare-entitled  individual 
with  moderate  resources  than  it  could  be  for  a  medicaid  recipient  with  low 
resources . 

5.    The  Targeting  Effort 

Notwithstanding  issues  associated  with  screening  operations, 
instrumentation,  eligibility  criteria  and  effects  of  the  demonstration's 
design,  the  targeting  effort  for  which  channeling  was  designed  appears  to 
have  been  implemented  according  to  plan.    The  channeling  projects  have 
developed  referral  sources,  they  have  received  applications  both  from 
individuals  and  through  existing  agencies,  and  they  have  implemented 
screening  procedures. 

In  the  course  of  this  implementation  process,  a  number  of 
unexpected  developments  have  arisen:     the  lower  than  expected  participation 
of  medicaid-eligible  persons,  the  general  lack  of  appropriate  referrals 
from  nursing  home-related  programs  and  physicians,  and  the  way  that 
certified  home  health  agencies  emerged  as  an  intermediary  between  hospitals 
and  channeling  in  the  referral  process.    These  issues,  in  particular,  will 
receive  further  examination  as  the  demonstration  progresses. 
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Despite  these  Issues,  this  review  of  channeling 's  early  experience 
suggests  that  the  channeling  projects  have  used  outreach  and  referral 
mechanisms  involving  both  the  community  and  the  principal  organizations 
serving  the  elderly  to  recruit  a  functionally  impaired  population.  The 
ways  which  channeling  projects  have  approached  serving  this  clientele — the 
assessment,  care  planning  and  case  mangement  processes — are  examined  in  the 
following  chapter. 
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VI.     INITIATING  AND  MANAGING  SERVICES 
FOR  CHANNELING  CLIENTS 


For  the  target  population  described  in  the  preceding  chapter,  the 
principal  function  of  the  channeling  intervention  is  to  plan,  initiate  and 
manage  an  array  of  needed  services.    This  chapter  examines  the 
implementation  of  these  client  level  activities  (assessment,  care  planning, 
service  arrangement  and  ongoing  case  management),  distinguishing  where 
appropriate  between  the  approach  used  in  the  basic  case  management  and 
financial  control  models.    As  in  the  previous  chapter  on  casefinding  and 
screening,  data  sources  for  this  section  include  interviews  with  site  and 
state  personnel,  referral  sources  and  providers,  staff  of  the  technical 
assistance  contrator  and  federal  project  officials,  as  well  as  a  review  of 
written  materials  including  program  operating  plans,  project  monthly 
reports,  program  materials  and  correspondence.    Because  site-level 
interviews  conducted  during  the  early  months  of  program  operations  provide 
the  basis  for  much  of  the  discussion  of  these  core  channeling  functions, 
the  limitations  imposed  by  relying  on  information  collected  during  the 
initial  start-up  period  (particularly  in  examining  the  ongoing  case 
management  experience)  should  be  kept  in  mind. 

A.     ORGANIZING  AND  STAFFING  CASE  MANAGEMENT  FUNCTIONS 

As  discussed  earlier,  each  of  the  projects  is  implementing  a 
standardized  intervention  based  on  the  core  channeling  functions.  Federal 
guidelines  established  parameters  for  organizational  structure,  staffing 
and  supervisory  patterns,  services  covered,  reimbursement  procedures, 
monitoring  mechanisms  and  recordkeeping.    This  placed  a  high  degree  of 
standardization  on  the  intervention  across  the  demonstration  sites. 
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Guidelines  and  procedures  for  program  and  research  practices  developed  by 
the  national  technical  assistance  contractor  and  the  national  evaluation 
contractor  also  contributed  to  standardization,  as  did  the  extensive 
training  conducted  by  the  technical  assistance  contractor  on  assessment, 
care  planning,  and  case  management. 

Although  each  of  the  projects  and  models  is  utilizing  a 
standardized  intervention  there  are — as  described  in  Chapter  III — 
differences  in  the  approach  used  by  local  projects  to  implement  the  case 
management  components.     One  variant  involves  the  use  of  subcontracts  for 
some  of  the  case  management  functions  or  staff  (in  New  Jersey,  Maryland  and 
Texas).    A  second  major  variation  in  two  of  the  projects  (in  Maryland  and 
Florida)  involves  separating  the  assessment  component  from  the  remaining 
case  management  functions  by  establishing  independent  assessor  positions. 
Another  difference  in  structural  patterns  concerns  the  actual  location  of 
the  case  management  staff,  with  two  of  the  projects  (in  Kentucky  and 
Maryland)  decentralizing  case  managers  and  supervisors.     In  the  remaining 
projects,  case  managers  housed  internally  are  responsible  for  a  case  in  its 
entirety  from  assessment  to  service  planning  and  arrangement  to  ongoing 
case  monitoring. 

Staffing  of  the  case  management  units  during  initial  operations 
ranged  from  three  to  five  case  managers,  working  under  one  or  two 
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supervisors ,}J    The  majority  of  these  staff  had  degrees  in  social  work  or 

counseling  (either  master's  or  bachelor's  degree  plus  experience),  with 

2/ 

five  of  the  projects  also  employing  one  or  more  nurse  case  managers.—'  The 
supervisor  positions  were  staffed  by  master's  level  social  services 
professionals  and  nurses.    Nine  projects  had  at  least  one  supervisor  with  a 
master's  degree  in  human  services,  and  five  had  a  registered  nurse  in  a 
supervisory  capacity. 

The  issue  of  hiring  nurses  was  raised  frequently  by  respondents 
during  our  site  visits.     Several  of  the  projects  had  originally  planned  to 
have  nurse-social  worker  teams  perform  the  assessment,  care  planning,  and 
case  management  functions.    Although  these  plans  were  ultimately  rejected 
because  of  the  high  staffing  costs  of  such  teams,  as  noted  above,  five 
projects  did  employ  at  least  one  nurse  in  a  case  management  capacity.  The 
lower  proportion  of  nurse  case  managers  was  attributed  primarily  to 
channeling  project  salary  levels,  which  were  reported  as  not  being 
competitive  with  other  opportunities  open  to  nurses.    A  second  reason 
discussed  was  that  the  channeling  projects  originally  wanted  to  emphasize 
the  social  services  component  of  long  term  care,  and  thus  focused  heavily 
on  recruiting  staff  with  social  services  training.    Four  of  the  five 
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It  should  be  noted  that  because  of  federal  and  project  phase-in 
requirements  (based  on  estimated  buildup  patterns),  projects  were  staffed 
at  about  50  percent  of  full  operations  during  these  visits;  as  of  March 
1983,  sites  employed  between  six  and  nine  case  managers /assessors , 
depending  upon  current  and  expected  caseload  size. 

2  / 

—  Salaries  for  assessors  and  case  managers  ranged  from  $12,000  to 
$20,000,  depending  on  regional  variation,  experience,  discipline,  and 
internal  site  policy. 
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projects  without  a  nurse  supervisor  did  employ  a  nurse  consultant  or 
project  director  with  a  nursing  degree.    The  one  site  without  a  nurse  on 
the  staff  at  the  time  of  our  visits  had  been  attempting  to  recruit  one 
throughout  the  project's  early  months.    The  nurses  on  channeling  projects' 
staffs  varied  in  training  and  experience  from  registered  nurse  and  public 
health  nurse  to  geriatric  nurse  practitioner. 

B.     BASELINE  ASSESSMENT 

From  the  early  planning  of  the  demonstration  at  a  national  level, 
comprehensive  client  assessment  was  viewed  as  an  essential  first  step  in 
the  intervention,  providing  the  information  necessary  to  produce  a  plan  of 
care  which  would  meet  client  needs  in  an  integrated  and  efficient  manner. 
Concerned  that  current  assessment  efforts  were  constrained  by  the  interest 
and  skills  of  the  discipline  conducting  the  assessment  (for  example, 
highlighting  health  problems,  but  minimizing  social  needs;   or  focusing 
heavily  on  social  and  interactional  problems,  but  neglecting  health  needs), 
the  channeling  demonstration  emphasized  the  need  for  a  comprehensive 
assessment  process  encompassing  social,  health,  and  other  need  areas 
(physical  and  mental  functioning,  social  supports,  physical  environment, 
and  financial  needs).    This  assessment  was  to  be  conducted  in  person,  and 
documented  through  a  standardized  written  ins t rumen t.— ' 

While  the  demonstration  placed  a  high  priority  on  a  written 
comprehensive,  uniform  written  clinical  assessment,  baseline  research  data 
on  participants  were  needed  as  well.    The  data  and  procedures  required  for 


See  DHHS  Request  for  Proposals  to  states  (April  1980)  and 
Gottesman  (1981)  for  further  discussion  of  these  points. 
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the  research,  which  would  also  be  used  for  individuals  assigned  to  the 

control  group,  did  not  necessarily  coincide  completely  with  the  data  and 

procedures  needed  from  a  clinical  perspective.    The  demonstration  thus  had 

to  resolve  an  assortment  of  questions  concerning  the  content,  form,  and 

function  of  these  two  baseline  data  collection  efforts.     Several  options 

for  the  assessment  process  were  considered,  ranging  from  separate  clinical 

and  research  interviews  to  use  of  a  single  instrument  and  process  to 

satisfy  both  needs.     To  minimize  respondent  burden  and  avoid  duplicative 

effort,  a  "hybrid"  clinical-research  baseline  assessment  instrument  was 

designed  to  meet  the  combined  needs  of  clinical  assessors  and 
1/ 

researchers.        This  instrument,  developed  by  the  evaluation  contractor  in 
conjunction  with  the  participating  states  and  sites,  the  technical 
assistance  contractor,  federal  project  staff,  and  long  term  care 
consultants,  built  on  several  existing  functional  assessment  instruments 
used  for  clinical  and  research  purposes,  and  was  constructed  to  suit  both 


If 

This  decision  evolved  out  of  lengthy  consideration  of  the 
programmatic  and  research  merits  of  having  all  baseline  interviews 
conducted  by  either  research  interviewers  or  channeling  staff,  or  dividing 
data  collection  responsibility  between  channeling  staff  (for  clients)  and 
research  interviewers  (for  controls  and  treatment  group  dropouts  who 
refused  channeling  prior  to  assessment).    The  decision  to  adopt  the  latter 
approach  required  steps  to  minimize,  and  if  necessary  adjust  for,  potential 
noncomparabilities  in  data  collection.     In  addition  to  the  standard 
combined  research-clinical  instrument,  these  steps  include  standardized 
training  for  research  interviewers  and  channeling  assessors,  uniform 
quality  control  procedures,  monitoring  visits  to  channeling  sites  by  the 
technical  assistance  contractor,  and  selection  of  a  validation  sample  of 
approximately  400  channeling  clients,  who  are  also  interviewed  by  research 
interviewers  (analysis  of  these  data  will  permit  identification  of  data 
noncomparabilities,  and  if  necessary,  development  of  adjustment  factors  to 
account  for  them).    All  research  follow-up  interviews  are  conducted  by  the 
research  interviewers. 
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the  care  planning  needs  of  program  staff  and  the  research  needs  of  the 
1/ 

demonstration. 

Because  the  instrument  was  to  be  utilized  both  by  clinically 
trained  case  managers  and  by  research  interviewers  trained  in  survey 
practices,  it  was  necessary  that  the  baseline  assessment  rely  primarily  on 
client  self-report.    The  instrument  permitted  additional  clinical  notes  to 
be  recorded  as  the  interview  progressed;  but  limited  clinical  probing  and 
additional  nonstandard  information  gathering  until  the  end  of  each  module 
or  until  the  formal  administration  of  the  instrument  had  been  completed. 
Staff  at  each  project  received  standardized  training  on  the  assessment 
instrument  and  process  from  the  national  technical  assistance  contractor. 
1 .    The  Assessment  Process 

After  an  applicant  was  screened,  determined  to  be  eligible  for  the 

demonstration,  and  assigned  to  the  channeling  treatment  group,  the  general 

practice  was  for  a  channeling  case  management  supervisor  to  assign  an 

assessor  or  case  manager  to  schedule  and  conduct  the  baseline 
2/ 

assessment.-  Differences  in  assignment  procedures  existed  in  two  sites: 
Kentucky,  where  because  of  the  decentralized  structure  cases  are  directly 
assigned  by  screeners;  and  Florida,  where  the  assessment  function  was 


1/ 

For  a  more  extensive  discussion  of  the  development  of  this 
instrument,  see  Phillips,  Baxter  and  Stephens  (1981).    Two  variants  were 
ultimately  developed,  one  for  use  in  institutional  settings  and  the  other 
for  community  settings. 

II 

In  the  following  discussion,  the  term  "assessor"  is  used  to 
denote  the  staff  administering  the  baseline  assessment,  recognizing  that  in 
all  but  two  projects  this  person  is  also  the  case  manager  responsible  for 
care  planning  and  service  management. 
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separated  from  the  other  case  management  functions  and  supervised  directly 
by  the  project  director.     Case  assignments  were  influenced  by  a  variety  of 
factors  that  take  into  account  both  client  characteristics  and  case  manager 
skills  and  responsibilities.    These  included  geographic  location, 
presenting  problem  (as  it  related  to  the  training  and  discipline  of  the 
case  manager),  caseload  size,  timing  (for  example,  hospitalized  clients  may 
need  assessments  immediately)  and  language  (several  of  the  sites  employed 
bilingual  staff  as  assessors /case  managers.)    At  case  assignment,  assessors 
received  a  screening  information  sheet  that  included  specific  client 
contact  information  and  issues  of  importance  in  scheduling  and  in 
administering  the  assessment.    Five  of  the  projects  also  forwarded  copies 
of  the  full  completed  screening  instrument  to  assessors  in  preparation  for 
the  baseline  assessment. 

Following  case  assignment  and  the  review  of  client  information,  the 
assessor  scheduled  an  interview.    Demonstration  guidelines  call  for 
completing  the  assessment  within  seven  working  days  after  assignment.  This 
was  done  both  for  clinical  reasons  to  ensure  program  responsiveness,  and 
for  research  reasons  to  ensure  data  comparability.    Projects  generally 
reported  completing  assessments  within  three  to  five  working  days  after 
assignment.—/    Several  projects  did  experience  backlogs  and  delays  at 
assessment  at  particular  times.    These  were  variously  attributed  to 
processing  a  high  volume  of  clients  due  to  extensive  media  coverage,  the 


1/ 

Data  from  the  elapsed  time  analysis,  presented  in  Chapter  VII, 
show  a  mean  of  7.3  days  between  random  assignment  and  assessment  completion 
and  a  median  time  of  6  days.    The  elapsed  time  numbers  are  based  on 
calendar  time,  rather  than  working  days. 
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reopening  of  intake  to  medicare  clients,  the  length  of  the  assessment 
process,  and  staffing  and  workload  problems  for  assessors  or  case  managers. 

Selection  of  the  respondent  for  the  baseline  assessment  instrument 
varied  both  within  and  among  sites.    Demonstration  guidelines  required 
assessments  to  be  conducted  with  the  client  whenever  possible.  Some 
assessors  said  that  they  always  attempted  to  assess  clients  directly,  and 
used  proxies  only  if  that  approach  proved  unsuccessful;  others  used  proxies 
on  instructions  from  the  screener  or  referral  sources,  without  prior 
consultation  with  the  client.     In  any  case,  assessors  indicated  that  they 
utilized  proxies  frequently  (approximately  40-50  percent  of  the  cases)  and 
felt  that  this  was  necessary  because  of  what  they  viewed  as  the  complicated 
nature  of  the  instrument  and  the  frailty  of  many  clients.—^    They  also 
reported  that  very  often  family  members  expressed  a  strong  interest  in 
participating  in  the  assessment  interview,  regardless  of  whether  the  client 
could  respond  independently. 

Once  an  assessor  selected  the  respondent,  s/he  was  required  to 
explain  the  nature  of  the  demonstration  (this  is  in  addition  to  previous 
explanations  from  referral  sources  and  screeners).     Clients  and,  when 
necessary,  family  members  or  guardians,  were  then  asked  to  sign  an  informed 
consent  document,  agreeing  to  participate  in  the  demonstration  and  to 
release  information  for  research  purposes.    Assessors  reported  few 


XJ 

MPR  data  as  of  November  1982  showed  that  projects  had  used 
proxies  in  61.8  percent  of  the  cases  (20.4  percent  of  the  interviews  were 
conducted  completely  with  proxies  and  the  remaining  cases  were  conducted 
with  both  client  and  proxy  respondents).     Through  February  1983,  projects 
had  used  proxies  in  62.3  percent  of  the  cases  (24.6  percent  were  conducted 
completely  with  proxies). 
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instances  in  which  persons  refused  to  sign  the  consent  and  thus  dropped  out 

of  the  program  at  this  point.    Citing  the  high  level  of  client  disability 

as  a  major  factor,  assessors  described  some  difficulties  with  the  informed 

consent  procedure,  which  they  reported  ranged  from  15  minutes  to  over  an 

hour  to  complete  and  consistently  averaged  20  to  30  minutes.    They  were 

concerned  (as  noted  previously)  with  both  the  considerable  amount  of  time 

necessary  to  explain  the  demonstration  and  the  research  and  with  the 

difficulty  clients  had  in  understanding  the  research  nature  of  the 

project.    Assessors  consistently  reported,  however,  that  the  informed 

consent  process  improved  over  the  course  of  the  demonstration  as  they 

gained  experience  with  the  procedures. 

Following  the  informed  consent,  the  assessor  then  completed  the 

baseline  assessment  instrument;  an  average  assessment  completion  time  of 

one  hour  and  15  minutes,  with  a  range  of  one  to  two  hours,  was  reported. 

Assessments  usually  were  completed  in  one  visit,  generally  in  the  home  of 

1/ 

the  client  or  proxy,  but  sometimes  in  hospitals  or  nursing  homes.- 

After  completion  of  the  assessment,  staff  checked  the  eligibility 
criteria — the  same  as  in  initial  screening — to  confirm  program  eligibility, 
and  also  completed  an  assessment  summary  form.     If  the  client  still  met  the 
eligibility  criteria,  then  staff  initiated  the  care  planning  process. 
Assessors,  case  managers,  and  supervisors  indicated  that  there  had  been 
only  a  limited  number  of  post-assessment  ineligibility  decisions.  Three 
major  reasons  were  cited  for  deciding  that  clients  were  ineligible  at  this 


1/ 

Institutional  assessments  were  conducted  in  1 1  percent  of  the 

cases. 
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point:  insufficient  disability,  insufficient  unmet  needs,  or  client 
disability  too  great  to  serve  within  existing  community  service  resources 
or  cost  guidelines.     The  first  was  the  most  common  reason  at  this  point; 
many  of  the  projects  would  not  determine  appropriateness  on  unmet  needs  or 
extreme  disability  until  after  the  initial  care  planning  process — in  other 
words,  until  they  had  further  explored  existing  resources  and  the 
feasibility  of  assembling  a  service  package. 

Each  of  the  projects  reported  a  procedure  for  the  case  management 
supervisors  to  review  either  all  or  a  sample  of  baseline  assessments  and 
assessment  summaries.     Decisions  that  a  client  was  ineligible  were  always 
reviewed  by  supervisory  personnel.     In  some  sites  supervisors  or  nurse 
consultants  began  at  this  time  to  offer  suggestions  for  care  planning.  In 
a  number  of  other  sites  this  did  not  occur  until  the  case  manager  had 
actually  drafted  a  plan  of  care. 

C.     CARE  PLANNING 

Although,  in  a  sense,  the  development  of  the  care  plan  actually 
begins  during  the  assessment  phase,  the  care  planning  procedures  become 
formalized  following  completion  of  the  assessment  and  assessment  summary. 
Care  planning  in  the  demonstration  is  a  standardized  planning  process  in 
which  case  managers  document  a  series  of  steps  (identifying  needs, 
eligibility,  service  availability)  used  in  developing  a  specific  client 
service  package.     This  standardized  care  planning  process  was  established 
as  a  key  element  in  the  intervention  to  guide  the  design,  arranging,  and 
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scheduling  of  an  appropriate  and  efficient  set  of  informal  and  formal 
services  to  meet  each  client's  identified  needs. 

Procedures  and  forms  utilized  in  the  care  planning  process  were 
designed  by  the  national  technical  assistance  contractor  with  input  from 
the  projects.     Case  managers  and  supervisors  also  received  standard  formal 
training  on  the  care  planning  process  from  the  technical  assistance 
contractor. 

1 .    Review  of  Client  Information 

Although  all  projects  used  a  variant  of  the  standardized  forms 
developed  by  the  technical  assistance  contractor  to  document  the  care 
planning  process,  there  was  some  variation  in  the  actual  procedures.  In 
most  projects  the  assessment  instrument  and  summary  were  reviewed  by  a  case 
management  supervisor  prior  to  the  design  of  the  care  plan.     In  some 
projects  case  managers  met  formally  with  the  supervisor  and/or  the  nurse 
consultant;  in  others  a  meeting  did  not  occur  until  after  the  initial  plan 
was  actually  drafted.    Many  of  the  case  managers  reported  that  they  worked 
primarily  from  the  assessment  summary,  but  identified  baseline  assessment 
instrument  sections  on  physical  functioning,  unmet  needs,  and  formal  and 
informal  services  as  most  useful  in  drafting  a  care  plan.     In  the  sites 
using  different  staff  for  assessment  and  case  management,  procedures  were 
established  for  communication  between  the  two  to  initiate  the  care  planning 
process . 


—  See  the  original  state  RFP  (DHHS:    April  1980),  and  the  Case 
Management  Manual  (Schneider  et  al.  1982). 
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Following  review  of  the  assessment  information,  most  case  managers 
reported  a  series  of  initial  contacts  with  informal  caregivers,  physicians, 
and  formal  provider  agencies  currently  (or  recently)  involved  with  clients, 
to  inform  them  of  the  case  manager's  role  and  to  discuss  the  particular 
project  client  with  them. 

It  had  originally  been  expected  that  under  certain  circumstances  an 
additional  "specialized"  assessment  would  be  necessary  to  formulate  care 
plans  for  clients  with  special  needs.    At  the  time  of  our  interviews,  only 
two  projects  reported  using  any  specialized  assessments  (and  only  in  two  or 
three  instances);  these  were  for  psychiatric  consultations.    A  third 
project  had  planned  to  use  a  project  advisory  council,  composed  of  host 
agency  professionals,  to  help  in  assessment  and  care  planning  decisions, 
but  at  the  time  of  the  site  visit  this  council  had  been  used  only  once. 
One  explanation  suggested  for  the  small  number  of  specialized  assessments 
was  the  fact  that  almost  all  projects  had  both  social  workers  and  nurses  on 
staff,  or  access  to  other  professionals  in  the  host  agency,  who  could 
provide  the  necessary  consultation. 
2 .    Preparing  the  Care  Plan 

Combining  the  information  obtained  from  the  baseline  assessment, 
assessment  summary,  existing  providers,  specialized  assessments,  and 
supervisory  and  nurse  input,  case  managers  would  then  begin  writing  the 
care  plan.     Case  managers  reported  that  the  initial  phase  of  the  care  plan 
was  designed  for  a  three-month  period,  after  which  the  client  would  be 
reassessed  and  the  care  plan  modified  accordingly.    The  care  plan, 
completed  on  a  standardized  form,  includes  the  following  categories: 
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client  problems,  expected  outcomes,  type  of  help  or  service  needed, 
specific  provider,  and  pattern  of  delivery. 

In  the  two  projects  using  separate  staff  for  the  assessment  and 
case  management  functions  (Florida  and  Maryland),  the  assessors  also 
prepared  the  assessment  and  assessment  summary,  which  was  then  forwarded 
through  the  case  management  supervisor  to  the  assigned  case  manager.  In 
one  of  these  projects,  the  assessor  in  many  instances  discussed  the  case 
after  the  case  manager  reviewed  the  material;  the  case  manager  drafting  the 
care  plan  did  not  visit  the  client  at  this  point,  nor  did  the  assessor 
subsequently  review  the  care  plan.     In  the  other,  following  receipt  of  the 
assessment  information  the  case  manager  conducted  an  additional  in-home 
visit  in  order  to  help  formulate  the  care  plan,  and  the  assessor  examined 
the  care  plan  after  it  was  drafted  by  the  case  manager. 

It  is  at  the  next  stage  of  care  planning,  the  selection  of  service 
providers,  that  differences  between  the  basic  case  management  model  and  the 
financial  control  model  begin  to  be  identifiable.     In  the  majority  of 
projects  of  both  types,  case  managers  reported  they  did  not  include  a 
service  in  the  care  plan  without  knowledge  of  its  availability.     In  both 
models,  case  managers  generally  had  a  listing  of  services  available,  and 
quite  often  rates  and  other  pertinent  information  (e.g.,  waiting  lists  and 
geographic  coverage).    However,  the  process  of  provider  selection,  and  the 
factors  on  which  it  was  based,  did  vary  by  model.     In  basic  case  management 
sites,  client  program  eligibility  (particularly  income)  was  a  primary 
factor  and  type  of  service,  frequency,  and  times  needed  were  also 
important.    At  the  time  of  our  visits,  only  one  of  the  basic  case 
management  sites  was  utilizing  its  service  expansion  funds  and  even  their 
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experience  was  limited.     Basic  case  management  projects  frequently  reported 
problems  with  the  availability  of  certain  services,  and  case  managers 
reported  making  telephone  calls  to  formal  providers  to  assess  service 
availability  prior  to  identifying  specific  services.    They  reported  in  some 
cases  having  to  consult  several  providers  in  order  to  find  available 
services,  particularly  for  homemaker  or  personal  care  services.     In  the 
financial  control  projects,  the  process  was  somewhat  different.     In  the 
majority  of  these  sites  case  managers  had  little  or  no  contact  with 
providers  (except  possibly  for  skilled  home  health  providers)  until  after 
the  care  plan  was  virtually  complete.    The  others  reported  only  minimal 
contact  with  formal  providers,  usually  concerning  arrangements  with 
contractors  for  personal  care  services. 

The  fact  that  the  financial  control  projects  had  service-specific 
contracts  with  major  providers  made  service  availability  and  client  access 
much  less  of  an  issue  in  provider  selection  than  in  the  basic  case 
management  projects.     In  four  of  these  sites  the  selection  of  the  specific 
providers  for  services  in  an  individual  care  plan  was  routine,  because 
provider  contracts  covered  specific  services  and,  in  many  cases,  a 
particular  geographic  section  of  the  catchment  area  as  well;  in  the  fifth, 
contracts  with  the  great  majority  of  providers  in  the  community  provided  a 
broad  selection  to  choose  from.     Case  management  staff  in  all  five 
financial  control  projects  reported  that  having  control  over  services  was 
particularly  useful  when  they  needed  to  arrange  for  services  that  were  in 
short  supply — typically  homemaker,  respite,  transportation  and  meals. 
However,  they  did  report  some  problems  in  arranging  services  from  home 
health  agencies,  particularly  when  clients  were  already  receiving  skilled 
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services  from  a  provider  not  under  contract  to  channeling.  Financial 
control  projects  can  only  reimburse  those  providers  with  whom  they  have 
contractual  agreements.     Because  some  clients  were  already  receiving 
nursing,  home  health  aide,  or  physical  therapy  services  from  an  individual 
employed  by  a  noncontract  agency,  it  was  necessary  to  switch  providers  in 
order  to  become  a  channeling  client.     Since  clients  and  providers  in  some 
cases  had  built  up  good  working  relationships,  this  was  occasionally  a 
problem. 

With  respect  to  the  involvement  of  informal  providers,  model 
differences  were  less  evident.    A  majority  of  case  managers  and  supervisors 
interviewed  indicated  that  staff  attempted  to  involve  informal  providers  in 
the  care  planning  process.     Sometimes  this  involved  discussing  the  care 
plan  with  them  as  it  was  being  developed,  but  it  most  often  consisted  of  a 
"family  conference"  or  some  occasion  during  which  the  care  plan  was 
personally  explained  to  the  primary  informal  caregiver(s) .     Some  reported 
that  these  conferences  had  been  helpful  in  securing  informal  caregiver 
involvement.    However,  a  number  of  project  personnel  also  reported 
difficulties  in  involving  informal  caregivers  in  the  care  plan.  Some 
projects  felt  that  many  of  their  clients  simply  did  not  have  informal 
supports  available.    A  number  reported  that  the  reason  many  clients  had 
been  referred  was  because  the  informal  caregivers  were  "burned  out,"  and 
that  it  was  difficult  to  get  them  to  do  more  than  they  were  currently 
doing.     Case  managers  also  reported  that  working  with  informal  caregivers 
in  the  care  planning  process  was  quite  time-consuming.    A  number  of  case 
managers  and  supervisors  felt  that,  because  of  the  pressure  to  build 
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caseloads,  case  managers  simply  did  not  have  adequate  time  to  work  with 
them. 

While  working  with  informal  providers  was  considered  time-consuming 
and  difficult,  a  majority  of  case  managers  did  report  incorporating  them  in 
many  care  plans.     Case  managers  reported  using  family  members  for 
companionship,  meal  preparation,  and  personal  care  functions.  They 
indicated  that  nonfamily  supports  were  best  suited  for  things  like 
visiting,  shopping,  and  transportation,  rather  than  for  homemaker  or 
personal  care-type  services;  for  example,  in  one  instance  a  case  manager 
arranged  for  a  neighbor  to  use  the  client's  garage  in  exchange  for  help 
with  the  household  chores.     Case  managers  also  reported  that  many  informal 
caregivers  were  hesitant  to  increase  their  involvement  in  providing  care, 
but  after  examining  the  care  plan  and  seeing  what  the  case  manager  was 
trying  to  provide,  they  seemed  to  become  more  heavily  involved.  While 
experience  was  limited  at  the  time  of  our  interviews,  case  managers  also 
felt  that  informal  caregivers  became  increasingly  involved  during  the 
three-month  reassessment  and  care  plan  review. 
3.    Care  Plan  Cost  Estimation 

After  the  case  manager  had  identified  which  services  were  needed 
and  the  sources  of  care  (informal  and  formal),  the  cost  was  estimated, 
although  somewhat  differently  for  each  model. 

For  the  financial  control  model  (as  discussed  in  Chapter  IV),  the 
channeling  design  permitted  each  project  to  spend  service  dollars  for  their 
active  caseload,  up  to  an  average  of  60  percent  of  the  area's  mean  medicaid 
nursing  home  reimbursement  rate.    Projects  could  choose  to  allocate  these 
dollars  across  the  caseload  and  were  to  be  constrained  by  this  average 
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expenditure  cap.  In  addition,  a  maximum  expenditure  set  at  85  percent  of 
the  nursing  home  rate  applied  to  each  individual  client's  care  plan  (this 
could  be  waived,  in  individual  cases  for  limited  periods  of  time,  subject 
to  prior  state  approval). 

In  all  financial  control  projects  case  managers  must  calculate  the 
cost  of  each  care  plan  and  have  these  costs  reviewed  by  a  case  management 
supervisor.    Each  of  these  projects  in  addition  adopted  its  own  policy  that 
all  care  plans  which  exceed  a  certain  percentage  of  the  nursing  home  rate 
(varying  from  50  to  60  percent  depending  on  a  project's  administrative 
procedures)  must  also  be  reviewed  by  the  site  project  director.  Although 
projects  had  limited  experience  at  the  time  of  our  visit,  case  managers 
reported  very  few  individual  cases  that  exceeded  the  60  percent  average 
cap.     These  supervisory  review  policies  together  with  the  reported  cost 
experience  are  reflected  in  case  manager  reports  that  in  developing  the 
care  plan  they  compared  estimated  costs — calculated  on  a  standard  worksheet 
used  by  all  financial  control  projects — to  the  60  percent  average  cap 
rather  than  to  the  85  percent  individual  limit.    This  -suggests  that  this 
average  expenditure  cap — designed  for  the  caseload  as  a  whole — has  been 
translated  through  actual  practice  into  an  individual  guideline  for  each 
client's  initial  care  plan. 

The  basic  case  management  projects  are  also  concerned  about  care 
plan  costs;  but  their  cost  calculation  component  is  not  as  extensive  as  in 
the  financial  control  model  sites,  and  use  of  the  standard  worksheet  is 
optional.     Some  of  the  basic  case  management  sites  also  completed  the  cost 
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calculation  worksheets,  or  completed  them  in  cases  in  which  a  client's 

1/ 

service  plan  was  obviously  of  high  cost. 

Despite  a  strong  emphasis  on  cost  control  case  managers  did  report 

that  completion  of  the  cost  calculation  worksheets  was  burdensome, 

particularly  in  the  financial  control  sites  (where,  as  noted,  these  were 

required  for  all  care  plans).    At  the  time  of  our  interviews,  alterations 

in  the  care  plan  required  a  new  cost  calculation  sheet,  which  case  managers 

and  supervisors  felt  was  particularly  time  consuming.     Several  case 

managers  in  financial  control  sites  reported  not  making  small  changes  in 

the  care  plan  because  of  the  time  involved  in  changing  the  cost 
2/ 

calculations . 

The  impact  of  the  cost  control  mechanisms  on  care  planning  varies 
by  model.     In  both  models,  case  managers  reported  working  with  a  list  of 
provider  rates  which  preparing  the  case  plan,  and  in  high  cost  cases, 
encouraging  families  or  individuals  to  purchase  some  services  directly. 
Basic  case  management  projects,  although  clearly  conscious  of  cost  control 
issues,  do  not  operate  under  formal  demonstration  guidelines  regulating  the 
cost  of  the  services  arranged  for  a  particular  client.    Because  of  limited 
service  access  and  availability,  basic  case  management  projects  did  not 
feel  keeping  care  plan  costs  under  nursing  home  rates  was  difficult. 


—  Again  it  should  be  noted  that  only  one  of  the  basic  case 
management  sites  at  the  time  of  our  visits  was  yet  using  gap-filling 
dollars,  and  increasing  use  of  these  service  expansion  funds  could  change 
care  planning  procedures  in  this  area. 

2/ 

As  noted  in  Chapter  IV,  the  cost  calculation  worksheets  in 
financial  control  model  projects  also  serve  as  input  to  the  automated 
financial  control  system  (FCS)  used  by  those  projects  to  monitor  costs  and 
expenditures  against  the  cap.    These  procedures  and  the  FCS  were  modified 
in  February  1983  to  reduce  the  frequency  and  volume  of  modifications 
required,  in  response  to  concerns  expressed  by  channeling  staff. 
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Although  financial  control  model  projects  operate  under  formal  cost  limits, 
only  one  of  them  reported  that  these  were  constraining  care  planning 
decisions.     Both  the  average  cap  (see  Table  IV. 2)  and  the  prevailing 
community  service  rates  vary  by  site,  so  that  a  site  like  this  one — with  a 
relatively  low  average  nursing  home  reimbursement  rate  (and  thus  cap)  and 
relatively  high  community  service  costs — reported  facing  greater 
cons  traints. 

Calculation  of  client  cost-sharing  contributions  was  also  performed 
at  this  stage.    Although  the  basic  case  management  projects  were  not 
required  to  institute  a  cost  sharing  plan  to  accompany  their  use  of  the 
service  expansion  funds,  four  did  report  plans  to  implement  cost-sharing 
procedures  (see  Chapter  IV).    Because  at  the  time  of  our  visits  these 
projects  had  limited  experience  with  these  gap  filling  dollars,  their  cost- 
sharing  plans  had  not  yet  been  implemented. 

Cost  sharing,  as  noted,  is  a  required  feature  of  the  financial 
control  model,  and  was  implemented  from  the  start  of  the  demonstration. 
Following  the  completion  of  the  care  plan,  case  managers  in  financial 
control  projects,  therefore,  examined  projected  service  costs  in  the 
context  of  the  client's  monthly  income.    As  described  in  Chapter  IV,  those 
clients  whose  monthly  income  exceeded  a  "protected"  base  amount  (see  Table 
IV. 3)  were  required  to  share  in  the  cost  of  the  care  plan  up  to  the 
difference  between  their  monthly  income  minus  the  base  amount.  However, 
program  requirements  allowed  projects  to  exclude  from  cost-sharing  those 
services  in  each  site  that  could  be  provided  locally  outside  the 
demonstration  without  charge  to  the  client.    Project  staff  attributed 
limited  application  of  the  cost-sharing  requirements  to  the  fact  that  these 
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site-specific  exclusions  tended  to  include  a  large  number  of  the  services 
most  frequently  ordered  by  channeling,  as  well  as  to  the  low  income  of  the 
majority  of  their  clients  relative  to  the  protected  basic  income.  In 
isolated  instances,  case  managers  did  report  that  individuals  dropped  out 
of  the  program  rather  than  cost  share,  but  in  general  case  managers  felt 
that  the  cost-sharing  requirements  were  not  affecting  participation. 
4 .    Care  Plan  Review 

In  both  models,  following  completion  of  the  care  plan  (including 
cost  estimates)  each  care  plan  was  reviewed  and  discussed  with  a  case 
management  supervisor  and/or  nurse  consultant.    At  this  point  a  small 
number  of  clients  in  some  of  the  sites  were  determined  to  be  ineligible. 
In  financial  control  sites,  reasons  for  ineligibility  generally  focused  on 
the  high  costs  of  the  care  plan,  and  in  some  cases  on  the  concern  that  the 
project  could  not  provide  a  safe  environment  for  the  client  because  of 
inability  to  provide  adequate  services  given  the  level  of  disability  (e.g., 
24-hour  care).     In  the  basic  case  management  sites  ineligibility  decisions 
at  this  point  were  quite  rare,  and  generally  related  to  the  project's 
inability  to  access  adequate  services.     In  both  models  some  project 
directors  reported  a  philosophical  position  that  the  project  should  not 
terminate  people  as  ineligible  at  this  juncture  in  the  channeling  process, 
whatever  the  reason. 

Following  supervisory  review  and  approval,  case  managers  were 
required  to  receive  a  written  sign-off  on  care  plans  from  clients  and/or 
their  families.     They  presented  to  the  client  either  the  care  plan  or  a 
schedule  and  list  of  all  the  services  to  be  received  and,  for  clients 
required  to  cost  share,  the  payment  required.     In  many  instances,  case 
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managers  requested  that  families  be  involved  in  the  review  and  signing, 
particularly  so  they  could  see  where  the  services  they  were  to  provide  fit 
into  the  overall  package.    Project  staff  felt  that  client  sign-off  was  an 
important  aspect  of  the  care  planning  process,  as  it  demonstrated  to  the 
client  and  the  family  what  channeling  was  going  to  do  and  what  was  expected 
of  the  family.     Case  managers  also  indicated  that  this  was  a  unique  aspect 
of  the  demonstration,  not  generally  done  in  ongoing  programs. 
5.     Initiating  Services 

Following  care  plan  sign-off  and  review,  case  managers  began  the 
service  ordering  process.     It  should  be  noted  that  in  some  cases  services 
were  actually  ordered  prior  to  care  plan  sign-off,  if  case  managers  felt 
that  prompt  delivery  of  a  service  was  essential  for  the  client.    This  was 
reported  more  frequently  in  the  basic  case  management  sites,  but  financial 
control  case  managers — who  must  complete  a  care  plan  and  formal  service 
orders  in  order  to  process  provider  payments  through  their  contracts — could 
also  arrange  services  in  special  circumstances  through  a  brief  "emergency 
care  plan."     In  the  basic  case  management  sites  there  was  likely  to  have 
been  some  informal  negotiation  between  case  managers  and  providers  during 
the  early  phases  of  care  planning.    This  permitted  the  case  manager  to 
develop  a  care  plan  without  fear  of  promising  the  client  or  the  family 
services  that  could  not  subsequently  be  delivered.     In  the  financial 
control  sites,  this  initial  contact  was  not  as  likely  to  occur, 
particularly  for  nonskilled  services  (homemaker,  meals,  transportation) 
since  providers  were  under  direct  contract  to  the  channeling  agency. 

The  service  ordering  process  generally  involved  a  telephone  call  in 
which  the  case  manager  and  provider  discussed  the  dates  and  duration  of 
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service,  tasks  to  be  performed,  units  of  service  needed  and,  in  some  cases, 
rates.    At  all  financial  control  sites  and  most  basic  case  management  sites 
this  telephone  contact  was  followed  by  a  formal  written  service  order  to 
the  provider.    Two  major  factors  seemed  to  influence  this  service  ordering 
process:  the  model  of  channeling  being  implemented,  and  the  type  of  service 
ordered. 

In  the  basic  case  management  sites  the  service  ordering  process  was 
described  as  a  negotiation  among  the  client,  the  case  manager,  and  the 
provider.     Case  managers  reported  difficulties  in  getting  services  for 
their  clients,  and  said  this  required  considerable  advocacy  and 
"brokering."    They  could  recommend  the  amount,  type,  and  duration  of  the 
services  ordered;  but  the  decision  on  these — as  well  as  whether  to  provide 
services  at  all — was  at  the  discretion  of  the  provider,  and  was  subject  to 
prevailing  program  eligibility  criteria.    This  was  true  for  both  home 
health  providers — nursing,  home  health  aides,  physical  therapy — and  for 
other  community  services  such  as  meals,  homemaker  services,  and 
transportation. 

In  the  financial  control  sites  the  service  ordering  process  was 

described  quite  differently,  particularly  for  services  that  are  not  health 

related  or  services  such  as  homemaker  service,  transportation,  personal 

care,  and  meals.    Because  channeling  projects  work  through  contracts  with 

provider  agencies,  getting  services  for  clients  was  generally  not  as 

1/ 

difficult  as  was  reported  in  the  basic  case  management  projects. 


—  One  of  the  financial  control  projects  did  report  a  problem  in 
getting  homemaker  services,  due  to  lack  of  contracted  provider  coverage  in 
specific  parts  of  the  catchment  area. 
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Arranging  skilled  home  health  services  was,  however,  a  different  matter. 
Although  this  model  of  channeling  has  authority  to  order  services  from  its 
contracted  providers,  the  extensive  experience  of  home  health  providers  and 
the  fact  that  a  majority  of  case  managers  had  social  service  backgrounds 
made  agreement  between  the  two  a  necessary  condition  for  the  ordering  of 
skilled  care,  which  required  considerable  negotiation  even  in  the  financial 
control  sites.     Often  this  process  was  collaborative  in  nature,  with  the 
potential  skilled  provider  doing  an  initial  evaluation  visit,  followed  by  a 
discussion  and  recommendation  to  the  case  manager.     In  a  number  of  sites 
channeling  case  managers  and  home  health  providers  identified  some 
difficulties  concerning  this  authorization  process.    On  the  one  hand,  some 
case  managers  indicated  that  the  home  health  agencies  did  not  respect  their 
position  as  case  managers;  on  the  other  hand,  some  home  health  agencies  did 
not  feel  channeling  case  managers  had  the  expertise  to  specify  the  amount, 
duration  and  scope  of  skilled  services.    Home  health  providers  were  also 
concerned  that  channeling  case  managers  were  using  low  cost  homemakers  to 
provide  personal  care,  when  home  health  aides  were  in  their  view  necessary. 

After  ordering  services  for  the  client,  all  projects  reported  some 
mechanism  to  confirm  that  service  was  actually  initiated.     In  some  sites, 
the  provider  was  expected  to  contact  the  case  manager  to  confirm  service 
initiation.    This  was  usually  done  by  phone,  but  in  two  sites  a  portion  of 
the  referral  form  or  service  order  could  be  detached  and  returned  by 
mail.     In  several  sites,  case  managers  called  providers  to  monitor  whether 
services  had  been  initiated  in  a  timely  manner.     In  general,  the  client 
and/or  family  was  also  contacted,  usually  by  telephone  to  determine  if 
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services  were  being  delivered  according  to  the  care  plan;  some  projects  did 
this  on  the  day  services  were  to  begin,  others  one  or  two  weeks  following. 

Staff  descriptions  of  the  service  arrangement  process  suggest  some 
notable  model  differences:     basic  case  management  projects  appeared  to 
focus  heavily  on  access  and  availability,  and  financial  control  projects  on 
"fine  tuning"  the  units,  providers  and  quality  of  services.  Financial 
control  project  case  managers,  who  had  the  funding  to  pay  for  services  and 
the  authority  to  procure  services  from  contracted  providers,  were  in  most 
cases  able  to  purchase  the  necessary  services,  and  reported  spending  more 
time  on  issues  related  to  service  quality;  for  example,  they  discussed 
matching  homemakers  and  clients  by  language  or  ethnicity,  monitoring 
transportation  vendors  who  were  not  providing  adequate  escort  and 
supervision  (for  example,  letting  clients  out  at  the  end  of  the  block 
instead  of  at  their  door),  and  weighing  cost  and  quality  in  their  selection 
of  providers  and  services.    Lacking  this  funding  and  authority,  the  basic 
case  management  project  staff  focused  more  on  service  availability;  many  of 
them,  at  least  prior  to  the  use  of  service  expansion  dollars,  reported 
difficulty  arranging  such  important  services  as  homemakers,  meals,  and 
transportation. 

D.     ONGOING  CASE  MANAGEMENT 

Once  the  initial  care  plan  has  been  implemented,  the  case  manager 
is  responsible  for  ongoing  monitoring  of  the  client.    This  ongoing  case 
management  was  designed  to  be  a  key  element  of  the  intervention  in  both 
models,  to  maintain  a  high  quality  of  service  on  a  continual  basis  and  to 
adapt  services  to  changes  in  clients'  social  and  physical  condition. 
Ongoing  case  management  activities  include  contacting  clients,  monitoring 
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formal  and  informal  services,  developing  new  resources,  periodic 
reassessment  and  care  plan  adaptation,  and  managing  inactivations  and 
terminations  of  clients.    Projects  had  limited  experience  in  these  areas  at 
the  time  of  our  site  visits  early  in  the  demonstration. 
1 .    Client  and  Provider  Monitoring 

Case  manager  contacts  with  clients  and  informal  caregivers 
following  the  implementation  of  the  care  plan  seemed  to  show  considerable 
variation.    All  projects  reported  policies  on  the  minimum  frequency  of  case 
manager  contact  with  clients;  at  least  one  in-person  contact  per  client  per 
month  was  a  typical  guideline  for  case  managers.    Most  case  managers, 
regardless  of  site,  reported  frequent  client  contact;  combined  telephone 
and  in-person  contacts  were  reported  to  range  from  30-40  per  month  for 
"problem  cases,"  to  2  -  4  per  month  for  relatively  uncomplicated  cases.  In 
general,  case  managers  reported  that  this  sort  of  activity  was  more  time 
consuming  than  expected,  primarily  for  two  reasons:     the  extreme  frailty  of 
the  clients  and  the  unreliability  of  some  service  providers. 

The  majority  of  case  manager  contacts  appear  to  have  been  initiated 
by  clients  or  informal  caregivers  to  discuss  problems  of  service  delivery 
or  needs  that  are  not  being  met,  and  case  managers  relied  on  these  as  their 
primary  means  of  monitoring  providers.     Several  case  managers  suggested 
that  families  could  be  relied  on  to  monitor  formal  service  providers  more 
effectively  when  they  shared  the  costs  of  services,  and  thus  relieved  the 
channeling  staff  of  some  of  this  work.     Case  managers  also  depended  to 
varying  degrees  on  contacts  initiated  by  formal  providers,  according  to 
reports  from  both  channeling  staff  and  providers.    They  reported  that  staff 
who  had  day-to-day  contact  with  channeling  clients — such  as  those 
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delivering  meals  or  providing  personal  care — monitored  changes  in  client 
needs,  and  that,  in  turn,  skilled  providers — such  as  nurses — monitored 
service  provision  by  the  nonskilled  providers;  for  example,  providers  of 
skilled  nursing,  service  sometimes  alerted  case  managers  to  problems  in  the 
delivery  of  homemaker  services.    Quite  often  case  managers  scheduled  a 
visit  or  phone  call  to  the  client  to  coincide  with  the  time  a  provider 
should  be  delivering  services — most  usually  during  the  first  week  after 
services  were  ordered — thereby  simultaneously  accomplishing  client  and 
provider  monitoring.     Thus  the  boundary  between  case  manager  activities 
directed  at  monitoring  clients  and  at  monitoring  providers  tends  to  be 
blurred. in  actual  practice. 

Several  case  managers  noted  that  they  tended  to  monitor  service 
provision  selectively,  with  more  frequent  checks  on  the  quality  and 
quantity  of  services  delivered  by  "problem  providers"  or  those  with  whom 
they  had  limited  experience.    Most  channeling  projects  were  keeping  a 
formalized  record  of  reported  problems  with  providers.      When  reported, 
service  delivery  problems  usually  involved  homemaker  and  personal  care 
services.    Typical  problems  involved  tardiness,  "no-shows,"  complaints  of 
abusiveness,  or  lack  of  supervision.    Most  case  managers  felt  that  more 
monitoring  of  service  provision  would  be  desirable,  but  did  not  feel  that 
they  had  the  time  to  do  it  systematically.    For  this  reason,  they  reported 
relying  in  large  measure  on  informal  caregivers  and  skilled  providers  as 
"surrogate  monitors." 
2 .    Resource  Development 

One  aspect  of  ongoing  case  management  involves  the  development  of 
new  resources.     Case  managers  reported  that  they  did  not  have 
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sufficient  time  to  devote  to  this  area,  but  were  able  to  successfully 

identify  some  resources  on  a  case-by-case  basis.    This  happened  most  often 

for  "one-time"  instances  of  need — for  example,  home  repair,  where  money  as 

well  as  time  are  sometimes  solicited — and  for  low  intensity  services  like 

friendly  calling.    One  interesting  example  of  new  resource  development 

reported  was  a  case  manager  recruiting  homemakers  for  a  provider  agency,  so 

that  homemaker  services  would  be  available  for  her  clients  residing  in  one 

specific  geographic  area.     Several  projects  have  also  attempted  to  develop 

new  resources  through  agency  level  activities,  as  described  in  Chapter  IV. 

3.    Reassessment  Process 

Demonstration  guidelines  require  scheduled  formal  client 

reassessments  three  months  after  program  entry  and  at  six-month  intervals 

thereafter,  and  more  frequent  "event-based"  reassessments  when  substantial 

1/ 

changes  occur  in  the  client's  condition  or  circumstances.-     Most  projects 
had  limited  experience  with  reassessment  at  the  time  of  our  site  visits, 
when  the  first  round  of  scheduled  three-month  reassessments  was  just 
beginning.     For  reassessment,  channeling  projects  generally  used  a  variant 
of  the  baseline  assessment  summary  itself.     It  was  usually  completed  during 
an  in-person  visit,  but  at  some  sites  the  reassessment  form  was  completed 
in  the  office  after  visiting  the  client.    Due  to  the  pressures  of  caseload 
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These  requirements  were  recently  modified  to  permit  greater 
flexibility.    Reassessments  are  no  longer  mandated  at  scheduled  three, 
nine,  fifteen  and  twenty-one  months  in  addition  to  those  dictated  by 
changes  in  client  condition,  so  long  as  no  more  than  six  months  elapse 
between  reassessments.    The  original  schedule  was  intended  in  part  to  avoid 
conflict  between  client  reassessments  and  the  research  follow-up  interviews 
conducted  by  the  evaluation  contractor  at  six,  twelve,  and  eighteen 
months.    The  revised  procedures  include  a  provision  designed  to  separate 
the  timing  of  research  interviews  and  clinical  reassessments. 
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build-up,  case  managers  reported  giving  a  relatively  low  priority  to  formal 
reassessment  because  they  felt  overburdened  with  care  planning  and  service 
initiation  responsibilities. 

Demonstration  procedures  also  call  for  an  amended  care  plan  review 
following  reassessment,  that  is,  either  explicit  extension  of  the  existing 
care  plan,  or  amendment  as  indicated  by  the  reassessment.    Simple  service 
adjustments  may  be  indicated  by  notation  on  the  current  care  plan,  but  the 
plan  may  need  to  be  redone  if  a  new  service  is  added  or  an  existing  service 
is  dropped.    These  changes  may  also  require  modifications  in  cost 
calculations,  cost  sharing  determinations,  and  service  orders  as  discussed 
earlier. 

4.     Changes  in  Client  Status 

During  the  assessment,  care  planning,  and  ongoing  case  management 
processes,  channeling  clients  may  be  inactivated  or  terminated  for  a  number 
of  reasons.    The  inactive  status  is  used  for  clients  who  temporarily  (less 
than  three  months)  do  not  need  channeling  services,  or  are  being  considered 
for  possible  termination;  hospitalization  and  nursing  home  placement  were 
the  most  prevalent  reasons  for  inactivation  identified  by  staff.  Case 
managers  reported  that  clients  who  were  inactivated  due  to  hospitalization 
continued  to  require  a  considerable  amount  of  attention.    During  the 
inactivation  period  channeling  staff  continued  to  monitor  the  client, 
helping  to  arrange  a  return  to  community  residence  or  an  alternative 
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placement  where  appropriate.        Clients  are  terminated  when  they  drop  out, 
or  when  their  circumstances  change  such  that  they  are  not  expected  to  be  an 
active  client  for  three  months  or  longer.    The  major  reasons  for 
termination  have  included  death,  improvement  or  stabilization  of  condition, 
institutionalization,  and  client  refusal  of  services.     Clients  in  both 
inactive  or  terminated  status  may  later  be  reactivated  if  their  condition 
or  circumstances  still  warrant  channeling  services.    A  more  extensive 
discussion  of  the  rates  of,  and  reasons  for,  inactivation  and  termination 
is  presented  in  Chapter  VII. 

E.     OVERVIEW  OF  THE  CASE  MANAGEMENT  PROCESS 

This  review  of  assessment,  care  planning,  and  case  management, 
corroborated  by  the  monitoring  reports  and  quality  assurance  visits 
undertaken  by  the  national  technical  assistance  contractor  and  the  federal 
project  staff,  suggests  that  the  channeling  projects  are  implementing  these 
core  functions  according  to  design.     Several  issues  concerning  the 
implementation  of  the  core  functions  and  the  overall  case  management  role 
merit  attention  as  the  projects  mature. 
1 .  Assessment 

In  reviewing  the  client  assessment  process,  case  managers  reported 
completing  the  majority  of  assessments  undertaken,  and  accomplishing  this 
within  the  time  guidelines  of  the  demonstration.    However,  case  managers 
and  supervisors  almost  unanimously  expressed  concern  about  the  instrument's 
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Because  inactivated  clients  commonly  required  continued  case 
manager  activity,  a  decision  was  reached  in  April  1983  to  discontinue  use 
of  the  inactive  status  effective  June  30,  1983. 
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length.    A  majority  did  feel  the  instrument  was  comprehensive,  but 
indicated  that  they  viewed  the  assessment  summary  form  as  a  more 
appropriate  clinical  assessment  tool,  particularly  for  the  care  planning 
process  that  followed.    Many  of  the  case  managers  did  identify  the 
assessment  sections  on  physical  functioning  (ADL  and  IADL)  and  on  formal 
and  informal  services  as  particularly  useful  for  assessing  client  needs, 
and  specialized  assessments  to  supplement  the  information  collected  in  the 
standardized  baseline  interview  were  extremely  rare. 

A  second  concern  expressed  about  the  assessment  was  that  the 
instrument  relied  on  client  self-report,  and  a  number  of  case  managers  felt 
that  in  many  cases  clients  misreported,  or  were  unable  to  provide, 
information  that  was  important  for  the  development  of  care  plans.  Other 
case  managers  reported  that  they  initially  had  been  worried  about  the  self- 
report  process,  but  that  in  general  it  had  worked  well. 

A  number  of  assessors  and  case  managers  also  reported  that  the 
standardized,  structured  nature  of  the  assessment  was  problemmatic  from 
both  content  and  procedural  perspectives.  Although  case  managers  did  report 
that  the  baseline  assessment  gave  them  a  comprehensive  view  of  the  client, 
a  majority  of  those  interviewed  suggested  that  the  nature  of  the  questions 
on  the  instrument  and  the  process  of  administration  made  the  channeling 
assessment  atypical  of  normal  clinical  practice.    Because  of  its  research 
uses,  the  instrument  contained  questions  staff  would  not  normally  have 
asked,  or  would  have  asked  in  a  less  standardized  manner.  Additionally, 
channeling  staff  felt  that  the  standardized  research  interview  procedures 
(e.g.  ,  precise  wording,  standardized  question  ordering)  were  in  conflict 
with  their  professional  training;  they  reported  frustration  at  having  to 
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ask  questions  that  opened  up  sensitive  areas,  then  having  to  cut  off  the 
discussion  with  a  client  in  order  to  resume  the  interview.    For  example, 
responses  to  questions  on  attitudes  about  nursing  home  placement,  which 
were  very  sensitive  to  many  clients,  could  not  be  followed  up  on 
immediately  by  the  assessor  because  of  a  need  to  standardize  the  data 
collection  process. 

While  the  data  presented  in  Chapter  V  suggest  that  the  projects  are 
serving  the  planned  target  population  (those  with  severe  functional 
impairments),  numerous  assessors,  case  managers,  and  supervisors  expressed 
some  reservations  about  the  eligibility  criteria.    Those  in  several 
projects  believed  that  their  clients  were  so  disabled  that  they  could  have 
been  more  effective  had  they  been  able  to  intervene  before  clients' 
conditions  had  become  so  severe;  this  concern  was  heightened  by  client 
attrition  due  to  institutionalization  and  death.    Project  staff  in  a  number 
of  sites  were  also  concerned  with  the  unmet  needs  component  of  the 
eligibility  criteria,  feeling  that  determining  unmet  need  was  a  "judgment 
call"  that  would  vary  by  assessor  and  supervisors;  some  were  very  strict  in 
the  interpretation  of  unmet  needs,  but  others  felt  it  was  almost  impossible 
for  a  client  who  met  channeling's  required  level  of  disability  to  be 
ineligible  under  this  criterion. 

An  additional  issue  raised  by  project  staff  concerned  the  time 
frame  for  completion  of  the  assessment  process.     Channeling  staff  reported 
that  the  full  process — scheduling,  travel,  proxy  selection,  informed 
consent,  administration  of  the  instrument,  collection  of  additional 
clinical  data,  instrument  review,  completion  of  assessment  summary,  and 
confirmation  of  appropriateness — was  quite  time  consuming.    Assessors  and 
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case  managers  consistently  reported  that  it  was  difficult  to  complete  more 
than  one  assessment  in  any  given  day;  as  indicated  earlier,  however,  they 
were  on  average  able  to  complete  assessments  within  seven  days  of 
assignment,  as  required  by  demonstration  guidelines. 
2.     Care  Planning 

This  concern  about  time  frames  was  frequently  identified  in 
discussing  the  care  planning  process  as  well.    Case  managers  and 
supervisors  felt  that  the  care  planning  process  was  comprehensive  and 
emphasized  controlling  care  plan  costs,  particularly  in  the  financial 
control  projects.    However,  they  felt  that  the  required  formats  and 
procedures  for  care  plans  and  cost  calculations  were  cumbersome  and,  as 
noted  earlier,  case  managers  in  financial  control  sites  reported  avoiding 
small  adjustments  to  care  plans  because  of  the  time  involved  in  adjusting 
related  paperwork.     Case  managers  and  supervisors  also  indicated  that  the 
full  care  planning  process  was  more  complicated  and  took  longer  than 
anticipated,  with  care  plans  often  taking  two  to  three  weeks  to  design  and 
implement.    The  length  of  the  care  planning  process  contributed  to  reports 
by  case  managers  of  excessive  workloads.    As  noted  in  the  previous  chapter, 
referral  sources  also  commented  on  the  length  of  time  these  channeling 
processes  consumed,  and  some  cited  this  as  a  consideration  in  their 
selection  of  persons  to  refer  to  channeling.     It  should  be  emphasized  that 
these  reports  occurred  during  the  buildup  phase,  when  projects  faced 
considerable  pressure  to  add  clients  to  the  caseload  rapidly. 

Case  managers  and  supervisors  indicated  that  working  with  informal 
caregivers  in  the  care  planning  process,  while  emphasized,  was  a  part  of 
the  care  planning  process  that  had  proved  difficult.    They  felt  that  the 
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pressures  of  caseload  buildup  and  the  formalized  care  planning  process  did 
not  allow  case  managers  the  time  needed  to  involve  informal  caregivers 
effectively.    While  staff  did  report  that  families,  where  available,  were 
involved  in  the  majority  of  care  plans,  they  found  it  difficult  during  the 
initial  care  planning  stage  to  increase  that  involvement.    Some  staff 
expressed  concern  that  the  designers  of  the  project  had  expected  too  much 
from  informal  providers. 
3.     Initiating  Services 

It  appears  that  at  least  during  the  early  operational  phase  of 
channeling  the  ability  to  authorize  services  had  important  effects  on  the 
service  arranging  process.    Basic  case  management  projects  appeared  to 
spend  more  time  ascertaining  availability  and  frequency  of  services; 
financial  control  projects  were  able  to  concentrate  more  on  service  quality 
and  matching  specific  client  needs  to  services. 

An  issue  frequently  raised  focused  on  the  service  arrangement  and 
case  management  role  with  respect  to  agencies  providing  home  health  care 
(e.g.,  nursing,  home  health  aides,  physical  therapy).     Irrespective  of 
which  model  of  channeling  was  being  implemented,  staff  of  both  channeling 
projects  and  home  health  agencies  identified  problems  in  ordering  and 
coordinating  home  health  care.    Channeling  case  managers  reported  instances 
of  home  health  agency  staff  changing  the  type  or  amount  of  services  without 
notifying  the  case  manager,  and  felt  that  home  health  agencies  did  not 
acknowledge  channeling's  role  in  service  managment.    As  noted  earlier,  home 
health  agencies  had  expressed  concern  about  the  ability  of  channeling  case 
managers  with  social  service  backgrounds  to  understand  the  requirements  for 
skilled  health-related  services.    Many  home  health  agencies  did,  however, 
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acknowledge  the  need  for  long  term  case  management,  and  felt  it  was 
important  that  channeling  was  able  to  ensure  continued  care,  which  in  most 
instances  they  would  have  had  to  terminate  as  soon  as  the  skilled  care 
needs  subsided* 

Because  most  financial  control  channeling  projects  had  contracts 
with  a  limited  number  of  home  health  agencies,  new  channeling  clients  who 
had  been  receiving  care  from  physical  therapists  or  home  health  aides  (some 
for  an  extended  period  of  time)  were,  in  a  limited  number  of  cases, 
required  to  change  providers,  since  channeling  could  not  carry  clients 
whose  services  were  not  reimbursed  under  project  funding.    These  clients, 
the  agencies  serving  them,  and  referral  sources  (particularly  hospitals) 
that  made  a  majority  of  their  referrals  to  home  health  agencies,  were 
concerned  with  this  process  in  the  sites  where  it  occurred. 
4.    Ongoing  Case  Management 

In  examining  the  ongoing  case  management  process,  staff  indicated 
that  it  was  necessary  to  monitor  clients  and  the  services  they  are 
receiving  quite  closely.     Case  managers  reported  that  the  ongoing  case 
management  function  was  more  time  consuming  than  expected.    Monitoring  the 
quantity  and  quality  of  services  received  and  the  conditions  of  clients 
required  a  considerable  number  of  contacts  in  many  cases.    Case  managers 
and  supervisors  felt  that  the  pressure  resulting  from  the  priority  accorded 
to  building  project  caseload  did  not  allow  sufficient  time  to  manage  their 
existing  caseloads.    Project  staff,  as  well  as  some  providers  and  referral 
sources,  indicated  at  the  time  of  our  visits  that  channeling  could  not  yet 
spend  as  much  time  on  what  one  case  manager  called  "holistic  case 
management,"  since  their  time  was  predominantly  devoted  to  the  assessment 
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and  care  planning  functions.    Perhaps  as  a  consequence  of  this,  case 
managers  reportedly  relied  heavily  on  clients,  family  members,  and 
different  types  of  formal  providers  to  monitor  each  other,  and  to  notify 
channeling  of  service  problems  or  changing  client  needs  as  they  arose. 
5.    Overall  Case  Management 

Case  manager  burden,  also  discussed  for  the  assessment  and  care 
planning  functions,  became  a  major  concern  during  the  early  phase  of  the 
demonstration.     Project  monthly  reports  repeatedly  described  excessive 
workloads  for  case  managers.    Because  of  the  planned  one  year  caseload 
buildup  period  for  the  demonstration,  projects  felt  that  they  continually 
needed  to  accept  new  cases,  although  in  some  instances  this  created  severe 
workload  problems  for  case  managers  and  supervisors.    Some  projects 
indicated  that  had  they  hired  their  full  staff  immediately,  rather  than 
phasing  them  in,  they  would  have  been  able  to  alleviate  some  of  these 
difficulties. 

Project  staff  consistently  suggested  that  core  case  management 
functions  would  be  implemented  differently  during  "steady  state"  operations 
than  they  would  during  the  caseload  buildup  period.    This  difference  in  the 
implementation  of  the  core  functions  during  phases  of  the  demonstration 
will  be  an  important  subject  for  continued  analysis.     In  the  following 
chapter,  data  related  to  caseload  development  and  elapsed  time  are 
presented  in  detail. 
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VII.     CASELOAD  DEVELOPMENT  AND  ELAPSED  TIME 
In  previous  chapters  the  referral  and  screening  processes  and  the 
core  case  management  functions  of  assessment,  care  planning,   and  service 
initiation  were  described.     Two  factors  were  identified  consistently  as 
important  in  influencing  channeling' s  ability  to  recruit  and  serve  the  at 
risk  target  population:     the  rate  of  caseload  buildup  and  the  time 
required  to  complete  the  major  steps  in  the  channeling  process. 

The  issues  of  caseload  development  and  time  to  complete  channeling 
functions  are  closely  linked.     The  previous  discussion  of  factors 
influencing  referrals  to  channeling  included  not  only  system-level  factors 
such  as  existing  interagency  relationships,  availability  of  services,  and 
the  pool  of  potential  eligibles,  but  also  the  time  required  for  channeling 
to  complete  the  initial  steps  leading  up  to  service  initiation,  and  the 
staff's  capacity  to  handle  the  flow  of  referrals.    Respondents  frequently 
commented  on  the  time  required  for  the  assessment,  care  planning,  service 
arranging,  and  service  initiation  functions.     Similarly,  the  priority 
given  to  establishing  and  maintaining  a  high  rate  of  intake  and  the  need 
to  complete  assessments,  care  plans  and  initial  service  arrangements  for  a 
growing  caseload,  were  frequently  cited  by  channeling  staff  as  causing 
uneven  or  burdensome  workloads,  backlogs  at  screen  or  assessment,  lengthy 
elapsed  time,  and  insufficient  time  to  devote  to  working  with  informal 
caregivers  and  to  ongoing  monitoring  and  case  management  of  clients. 

This  chapter  presents  additional  quantitative  descriptors  of  the 
core  channeling  processes,  focusing  on  two  major  areas:  caseload 
development  and  the  elapsed  time  between  channeling  functions. 
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Data  on  the  development  and  maintenance  of  the  caseload,  and  on 
the  time  it  takes  for  clients  to  complete  the  various  channeling 
processes,  cut  across  the  channeling  functions  described  in  the  preceding 
two  chapters.    Data  for  this  discussion  come  from  the  standardized  client 
tracking  and  status  change  forms  completed  by  each  of  the  projects,  and 
from  randomization  records  recorded  by  the  evaluation  contractor.  The 
data  reported  here  were  collected  from  the  inception  of  the  program 
through  February  28,  1983;  it  should  be  noted,  however,  that  samples  for 
specific  analytic  areas  will  vary. 

A.     CASELOAD  DEVELOPMENT 

The  caseload  for  each  channeling  project  at  any  given  time  is  the 
result  of  several  factors:     the  volume  of  referrals,  the  number  of 
applicants  determined  eligible  at  the  screen,  the  number  assigned  to  the 
channeling  treatment  group,  and  subsequent  inactivations  and 
terminations.     The  first  stage  of  caseload  development — the  patterns  and 
volumes  of  referrals  to  the  channeling  projects — was  described  in  Chapter 
V.    The  factors  that  influenced  those  patterns  also  apply  to  the 
development  of  the  caseload  as  a  whole.    These  include  varying  project 
start  dates;  the  potential  pool  of  aged  persons  who  could  meet 
channeling 's  eligibility  criteria;     channeling  project  staff  phase-in; 
time  to  complete  the  initial  channeling  functions;  restrictions  on  intake; 
randomization,  particularly  the  ratio  of  treatments  to  controls  at  each 
site;  media  coverage  and  casefinding  efforts;  community  and  provider 
support;  service  availability;  and  type  of  channeling  model  being 
implement ed . 
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Table  VII. 1  presents  the  cumulative  number  of  cases  assigned  to 
the  channeling  projects  each  month;  this  is  directly  linked  to  the  volume 
of  eligible  applicants  described  in  Chapter  V  (see  Table  V.2),  and 
represents  all  eligibles  assigned  to  the  treatment  group.    As  discussed 
earlier,  most  of  the  basic  case  management  projects  began  operations 
approximately  two  to  three  months  prior  to  the  financial  control 
projects.    However,  because  caseload  buildup  proceeded  faster  in  the 
financial  control  projects,  as  of  February  28,  1983  the  cumulative  numbers 
show  slightly  more  cases  assigned  to  the  financial  control  model  (1,378 
for  basic  case  management;   1,457  for  financial  control  model). 

After  persons  were  assigned  to  channeling  for  assessment,  care 

planning,  and  service  initiation,  some  clients  as  noted  in  Chapter  VI — 

decided  subsequently  not  to  participate  in  channeling,  some  were 
determined  not  to  meet  the  eligibility  criteria,  and  some  experienced 
changes  in  their  conditions  or  circumstances.     Following  the  initiation  of 
services,  other  persons  dropped  out  or  were  inactivated  for  a  variety  of 
reasons.     Because  these  events  affect  the  activities  of  channeling  staff 
as  well  as  the  size  of  their  active  caseloads,  it  is  instructive  to 
examine  the  reasons  for  and  rates  of  inactivations  and  terminations. 

The  analysis  of  inactivations  and  terminations  examines  the  status 
of  clients  four  months  after  they  were  assigned  to  channeling.     Both  the 
length  of  time  different  clients  have  been  in  channeling,  and  the  length 
of  time  different  projects  have  been  operating,  vary.    For  that  reason, 
this  analysis — unlike  the  case  assignment  figures  presented  above,  which 
focused  on  all  individuals  assigned  to  the  treatment  group  through 
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February  1982 — is  limited  to  the  smaller  group  of  persons  for  whom  data 

U 

are  available  four  months  after  assignment. 

This  cohort  of  1,077  persons  includes  all  those  assigned  to 
channeling  through  August  31,  1982.    Our  analysis  concentrates  on  their 
status  at  the  four  months  (125  days)  point  (for  example,  a  person  who  was 
inactivated  or  terminated,  then  reactivated  by  day  125,  would  be 
considered  active  at  that  point).     Thus  the  status  of  an  individual 
assigned  to  channeling  at  the  end  of  March  1982  is  examined  at  the  end  of 
July  1982;  similarly,  for  a  person  assigned  at  the  end  of  August  1982, 
status  is  examined  as  of  the  end  of  December  1982. 

Data  for  this  sample  cohort  are  presented  in  Table  VII. 2.  Three 
major  classifications  were  used  to  define  status  at  day  125:  active, 
inactive,  or  terminated. 
1 .    Active  Clients 

Of  the  1,077  individuals  in  the  sample  cohort,  60.4  percent  were 
active  after  four  months  (31,  or  4.8  percent  of  this  group,  had  been 


1/ 

A  cohort  analysis  is  necessary  to  ensure  that  data  presented  are 
comparable  across  clients,  projects  and  models;  otherwise,  noncomparability 
among  subsamples  might  lead  to  inappropriate  conclusions.     For  example, 
clients  who  have  been  in  channeling  longer  are  more  likely  to  have  been 
inactivated  or  terminated;  because  most  of  the  basic  case  management 
projects  have  been  operating  longer — and  thus  have  some  clients  with  longer 
channeling  experience — using  data  on  all  individuals  enrolled  through 
February  1983  could  yield  apparently  higher  termination  rates  for  these 
projects  compared  to  the  financial  control  projects.     For  these  reasons,  it 
is  necessary  to  examine  a  group  of  clients  at  the  same  point  in  their 
channeling  experience.     The  choice  of  that  point  is  constrained  by  the  fact 
that  the  longer  the  time  period  covered,  the  smaller  will  be  the  sample 
size,  i.e.,  the  number  of  clients  who  have  completed  that  length  of  time  in 
channeling  will  be  smaller.    We  chose  four  months  (125  days)  after 
assignment  to  the  project  as  being  the  longest  feasible  period  for  analysis 
of  inactivations  and  terminations. 
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inactivated  or  terminated  and  then  reactivated).    The  financial  control 
projects  had  a  somewhat  higher  proportion  of  actives — not  statistically 
significant— with  63.1  percent  active,  compared  to  58.6  percent  for  the 
basic  case  management  projects.    There  is  also  some  variation  among 
projects  that  is  not  statistically  significant. 
2.     Inactive  Clients 

Under  certain  circumstances,  clients  could  be  classified  as 
inactivated  for  a  limited  period  of  time  (see  Chapter  VI).    As  shown  in 
Table  VII. 2,  5.8  percent  of  the  sample  (62  individuals)  were  inactive  at 
the  end  of  four  months.    Basic  case  management  projects  reported  6.4 
percent  inactive,  compared  to  4.9  percent  for  financial  control  projects 
(not  statistically  significant).    Use  of  the  inactivation  status  did  vary 
among  the  basic  case  management  projects,  with  Maine  having  significantly 
higher  rates  of  inactivations  and  Maryland  having  significantly  lower 
rates  of  inactivations  than  average.    Financial  control  projects  also 
showed  some  variation;  however,  none  of  these  differences  was 
statistically  significant.    The  small  number  of  inactivated  clients  limit 
our  analysis  of  this  category. 

The  major  reason  for  individuals  being  inactive  after  four  months 
involved  placement  in  institutional  settings  (nursing  homes,  hospitals,  o 
other  institutional  facilities).    Two-thirds  of  those  inactivated  (42 
individuals)  were  residing  in  institutions.    Additional  reasons  for 
inactivation  included  clients  with  insufficient  disabilities  (5),  clients 
too  service  dependent  (2),  clients  moving  out  of  the  area  (2),  and  the 
stabilization  of  a  client's  condition  (2).    Although  only  5.8  percent  of 
the  clients  were  inactive  at  day  125,  14.8  percent  of  the  total  sample 
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cohort  had  been  inactivated  at  some  point  during  their  first  four  months 
as  a  client,  indicating  that  inactivation  status  is  more  widely  used  than 
the  5.8  percent  figure  would  suggest. 
3.    Terminated  Clients 

The  majority  of  clients  not  receiving  project  services  after  four 
months  were  classified  into  a  third  grouping,  those  terminated  from  the 
program.     As  shown  in  Table  VII. 2,  33.8  percent  of  those  assigned  to 
receive  services  had  been  terminated  as  of  day  125.    Model  differences 
were  small,  with  basic  case  management  projects  reporting  a  35  percent 
rate  of  termination,  compared  to  32  percent  for  financial  control 
projects.    There  was  some  individual  project  variation;  for  example,  the 
Maryland  project,  which  had  reported  a  lower  rate  of  inactivations, 
reported  a  significantly  higher  rate  of  terminations  relative  to  the  other 
basic  case  management  projects.    Conversely,  two  projects  reporting  high 
rates  of  inactivations  (Kentucky  and  Maine)  had  significantly  lower 
termination  rates.    There  was  some  variation  in  termination  rates  for  the 
financial  control  projects,  but  none  of  these  differences  was 
statistically  significant.    Although  rates  of  inactivations  and 
terminations  did  vary  by  project,  the  proportion  of  cases  still  active 
showed  considerably  less  variation,  suggesting  that  individual  projects 
may  be  using  the  inactivation  and  termination  classifications 
differently. 

Because  a  high  proportion  of  those  clients  assigned  (33.8  percent) 
were  terminated  by  day  125,  it  is  important  to  examine  why  and  at  what 
stage  in  the  process  this  happened. 
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a.     Reasons  for  Termination. 

Table  VII. 3  presents  the  reasons  for  client  termination.     For  the 
total  client  sample,  major  reasons  for  terminating  as  of  day  125  included 
client  refusal  (10.8  percent),  death  (9.9  percent),  institutionalization 
(4.9  percent),  and  insufficient  disability  (3.8  percent).    Reasons  for 
termination  did  vary  by  model,  with  basic  case  management  projects  having 
a  significantly  higher  proportion  of  refusals  (13.2  percent)  than  the 
financial  control  projects  (7.1  percent).     Several  respondents  suggested 
that  the  lower  rate  of  refusals  in  the  financial  control  projects  might  be 
attributed  to  the  perception  that  channeling  could  offer  services  not 
otherwise  available;  as  noted  earlier,  basic  case  management  projects  had 
limited  experience  with  the  use  of  service  expansion  funds  during  this 
period,  and  often  reported  difficulties  obtaining  services.  No 
statistically  significant  model  differences  were  evident  for  termination 
due  to  dealth,  institutionalizaton,  or  insufficient  disability.  Other 
model  differences  shown  in  Table  VII. 3  are  attributable  to  model-specific 
conditions  of  participation:     financial  control  projects  terminated  some 
individuals  because  they  were  not  medicare-eligible,  or  because  they 
refused  the  required  cost-sharing. 

It  should  be  noted  that  the  overall  10.8  percent  refusal  rate  is 
comparable  to  the  rates  of  previous  long  term  care  demonstrations  using  a 
randomized  design,  such  as  the  Milwaukee  Community  Care  Organization, 
which  reported  11.2  percent  refusals  (Seidl  et  al.  1980). 
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TABLE  VI I. 3 
REASON  FOR  TERMINATION  FOR  THOSE  TERMINATED 
FOUR  MONTHS  AFTER  ASSIGNMENT  TO  CHANNELING 


Case  Management 

Financial  Control 

All 

Sites 

Sites 

Sites 

Clients  Assigned3./ 

652 

425 

1,077 

Clients  Terminated 

228 

136 

364 

as  Percent  of  Those  Assigned 

35*0 

32.0 

33.8 

Reason  for  Termination: 

Refused 

13.2 

7.1 

10.8 

Died 

10.7 

8.7 

9.9 

Institutionalized 

4.6 

5.4 

4.9 

Insufficient  Disability 

2.9 

5.2 

3.8 

Moved 

1.4 

1.2 

1.3 

Condition  Stabilized 

0.8 

0.5 

0.7 

Too  Service  Dependent 

0.5 

0.9 

0.7 

Not  Medicare  Eligible 

n.  a. 

1.4 

0.6 

Refused  Cost-Sharing 

0.0 

0.7 

0.3 

Other 

0.9 

0.9 

0.9 

Total 

35.0 

32.0 

33.8 

NOTE:     n.a.  =  not  applicable, 
a/ 

— 'This  table  includes  all  individuals  assigned  to  receive 
channeling  services  from  the  inception  of  the  program  through  August  31, 
1982. 

hi 

The    not  medicare  eligible"  reason  applies  only  to  the  financial 
control  model. 
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b.     Point  of  Termination. 

Terminations  were  also  analyzed  by  the  stage  at  which  they 

occurred.—^    For  purposes  of  this  analysis  client  terminations  were 

examined  at  each  of  three  major  stages  in  the  channeling  process: 

o    After  random  assignment  and  before  completion  of  the  baseline 
assessment 

o    After  completed  assessment  but  before  the  completion  of  care 
plan  and  service  initiation 

o    After  both  care  plan  sign-off  and  service  initiation  had  been 
completed  and  the  client  was  actually  receiving  services 
purchased  or  arranged  by  the  demonstration. 

As  presented  in  Table  VII. 4,  21  percent  (226)  of  the  sample  cohort 
terminated  prior  to  completing  the  assessment  process;  4.7  percent  were 
terminated  during  the  care  planning  process;  and  8.1  percent  were 
terminated  after  care  plan  sign-off  and  service  initiation. 

Reasons  for  termination  were  also  analyzed  by  the  stage  at  which 
termination  occurred  (see  Table  VII. 4).    For  the  sample  members 
terminating  before  completing  an  assessment  (21  percent  of  the  full 
sample),  client  refusal  to  participate  in  the  demonstration  (8.3  percent) 
was  the  major  reason;  death  (4.5  percent),  insufficient  disability  (3.2 
percent),  and  institutionalization  (2.3  percent)  were  the  other  major 
reasons  identified  for  termination  at  this  point.    For  the  second  group, 
those  terminating  during  the  care  planning  process  (4.7  percent  of  total 
sample  cohort),  refusals  (2.0  percent)  remained  the  largest  reason  for 
termination;  death  (1.2  percent)  and  institutionalization  (.7  percent) 


Although  there  was  some  individual  project  variation,   the  number 
of  terminations  by  project  was  not  large  enough  to  allow  site-specific 
analysis. 
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also  continued  to  be  the  other  major  reasons  for  termination  at  this 
juncture.    Analysis  of  termination  reasons  for  the  third  group — those 
terminating  after  care  plan  sign-off  and  service  initiation  (8.1  percent 
of  full  cohort) — shows  a  shift  in  reasons,  as  might  be  expected  given  the 
process  of  implementing  the  core  channeling  functions.     The  proportion  of 
clients  terminating  because  of  refusal  dropped  to  0.5  percent,  while  death 
(4.3  percent)  and  institutionalization  (1.9  percent)  became  the  major 
reasons  for  termination  at  this  stage  of  the  project. 

As  shown  in  Table  VII. 5,  overall  termination  rates  were  similar 
for  both  channeling  models.    However,  the  rate  of  terminations  prior  to 
assessment  was  significantly  .higher  in  the  basic  case  management  sites 
than  in  the  financial  control  sites  (23.9  percent  versus  16.5  percent); 
this  is  partly  attributable  to  the  fact  that,  as  discussed  previously, 
refusals  at  this  point  were  significantly  higher  for  basic  case  management 
sites.    A  significantly  higher  proportion  of  clients  were  terminated  after 
care  planning  in  the  financial  control  projects. 

Taking  another  perspective,  the  data  show  that  overall  (see  Table 
VII.4),  25.7  percent  of  the  sample  terminated  before  signing  a  care  plan 
and  receiving  services  arranged  or  reimbursed  by  the  project.    While  there 
were  a  variety  of  reasons  for  clients  terminating  at  this  point,  client 
refusal,  death,  institutionalization,  and  insufficient  disability  were  the 
dominant  factors.     Previous  long  term  care  demonstrations  also  reported 
similar  proportions  of  individuals  terminating  prior  to  receiving  project 
services.    A  review  of  earlier  projects  with  randomized  research  designs 
shows  a  range  of  20  to  41  percent  of  individuals  assigned  to  the  treatment 
group  who  did  not  receive  services,  with  the  following  breakdown: 
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Worcester  Home  Care  (41  percent);  Milwaukee  Community  Care  Organization 
(25.1  percent);  Georgia  Alternative  Health  Services  Project  (20  percent); 
National  Center  for  Health  Services  Research  (NCHSR)  Section  222  Waiver 
Studies  (25  percent  day  care  study;  20  percent  homemaker  study;  49  percent 
combined  homemaker  and  day  care;  25  percent  total  project).— ^  This 
suggests  that  it  is  not  uncommon  for  long  term  care  demonstrations  to  have 
a  proportion  of  those  assigned  to  receive  services  terminate  prior  to 
receiving  such  services. 
4 .    Active  Caseload 

The  active  channeling  caseload  is  the  number  of  persons  in  the 
process  of  receiving  assessment,  care  planning,  service  initiation,  or 
ongoing  case  management.     It  is,  as  noted  at  the  beginning  of  this 
discussion,  the  result  of  a  series  of  actions.    The  size  of  the  caseload 
reflects  the  volume  of  referrals,  the  number  screened  as  eligible  for 
channeling,  the  number  assigned  to  the  treatment  group,  and  inactivations 
and  terminations  thereafter. 

The  size  of  each  project's  active  caseload  at  the  end  of  each 
month  of  operations  (through  January  1983)  is  shown  in  Table  VII. 6.  By 
that  time,  projects'  active  caseloads  ranged  from  74  in  Rensselaer  County, 


—See  Claffey  and  Stein  (1975),  Seidl  et  al.   (1980),  Skellie  et  al. 
(1982),  and  Weissert  et  al.   (1980)  for  discussion  of  the  Worcester, 
Milwaukee,  Georgia,  and  NCHSR  projects,  respectively. 
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New  York,  to  301  in  Philadelphia,  Pennsylvania  with  an  average  size  of  162 

u 

active  clients. 

The  size  of  each  project's  active  caseload,  and  the  number  of 
active  clients  at  each  stage  of  the  channeling  process  (e.g.,  assessment, 
care  planning,  service  initiation  or  ongoing  case  management),  interact 
with  the  staffing  capacity  and  organizational  structure  of  the  projects  to 
determine  staff  workloads.    This  in  turn  affects  the  time  required  to 
complete  each  of  the  channeling  functions;  in  the  following  discussion, 
data  on  elapsed  time  are  examined. 

B.     ELAPSED  TIME  BETWEEN  FUNCTIONS 

As  discussed  in  Chapters  V  and  VI,  one  of  the  important  features 
of  the  early  operations  of  channeling  identified  by  respondents  was  the 
length  of  time  required  to  complete  the  core  channeling  processes. 
Referral  sources  and  channeling  project  staff  cited  elapsed  time  as  a 
factor  affecting  willingness  to  make  referrals,  interagency  relationships, 
and  staff  workload.     In  this  section  quantitative  data  are  examined  on  the 
elapsed  time  between  the  date  of  referral  and  the  date  the  client  signs 
off  on  the  care  plan  and  begins  to  receive  services. 

As  in  the  case  of  examining  inactivations  and  terminations,  the 
elapsed  time  analysis  requires  choosing  a  comparable  group  of  clients  who 
have  had  adequate  time  to  be  processed  through  each  stage  of  channeling. 


January  data  may  represent  slight  overestimates,  due  to  lags  in 
reporting  and  data  processing. 
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The  sample  cohort  of  1,346  individuals  selected  for  this  analysis  includes 

If 

all  clients  assigned  to  treatment  status  through  September  30,  1982. 

In  examining  the  elapsed  time  for  clients,  the  channeling 
functions  were  divided  into  the  following  categories: 

o    Days  from  referral  to  screen 

o    Days  from  screen  to  random  assignment 

o    Days  from  random  assignment  to  completion  of  assessment 
o    Days  from  completion  of  assessment  to  care  plan  sign-off 
o    Days  from  care  plan  sign-off  to  first  service  initiation. 


Several  aspects  of  the  data  used  in  this  analysis  should  be 
noted.     Projects  record  the  dates  of  each  step  in  the  process  on 
standardized  client  tracking  forms;  however,  other  project  documents  and 
interviews  with  channeling  staff  indicated  that  differences  in  defining 
the  point  at  which  each  action  was  accomplished  (such  as  when  a  project 
should  consider  services  initiated)  could  exist,  affecting  comparisons  of 
elapsed  time.     In  addition,  the  period  covered  by  this  elapsed  time 
analysis  coincides  with  the  period  of  heavy  emphasis  on  caseload  buildup; 
for  that  reason,  elpased  time  between  functions  may  vary  after  caseload 
buildup  is  completed  and  the  projects  enter  a  period  of  steady  state 
operations.    Finally,  it  should  be  noted  that  the  elapsed  time  figures  are 


1/ 

For  this  sample  19  client  tracking  forms  (1.4  percent  of  the 
cohort  sample),  which  record  the  elapsed  time  information,  were  not 
available.     Elapsed  time  numbers  could  be  a  slight  underestimate  because 
this  group  of  individuals  not  processed  are  more  likely  to  be  clients  with 
longer  elapsed  time. 
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based  on  calendar  time,  rather  than  on  working  days,  and  as  such  include 

weekends  and  holidays  in  the  computations. 

Despite  these  limitations  the  elapsed  time  data,  which  are  not 

generally  available  for  existing  human  service  programs,  provide 

considerable  information  about  the  way  channeling  functioned  during  this 

early  period.    Table  VII. 7  shows  the  mean  and  median  elapsed  days  for  each 

stage  of  the  channeling  process,  as  well  as  the  sample  completing  each 

phase.     It  should  be  noted  that  while  most  of  the  functions  must  be 

completed  in  sequence  (for  instance,  there  is  no  random  assignment  without 

screen,  no  assessment  without  random  assignment),  the  care  planning  and 

service  initiation  sequences  do  not  always  follow  consecutively.  Although 

most  clients  sign  off  on  the  care  plan  and  then  receive  services,  some 

clients  may  receive  services  prior  to  sign-off  on  the  formal  care 

plan.—/    Also,  because  some  individuals  drop  out  at  various  stages  during 

the  process,  the  sample  size  varies  between  functions.    All  sample  members 

will  appear  through  the  random  assignment  function,  with  the  sample  size 

2/ 

generally  decreasing  from  that  point  on.— 

These  elapsed  time  data  show  that  clients  averaged  30.2  days  from 
the  point  of  random  assignment  to  the  initiation  of  first  service.  There 
was  wide  variation  in  client  elapsed  time,  ranging  from  clients  receiving 


U 

As  described  in  Chapter  VI,  completion  of  a  care  plan  is  required 
in  the  financial  control  model  of  channeling  before  services  paid  for  out 
of  the  funds  pool  can  be  authorized.     There  is  such  requirement  in  basic 
case  management  sites. 
2/ 

Clients  who  were  inactivated  or  terminated  and  then  subsequently 
reactivated  are  included  in  this  analysis.    However,  the  period  of  time 
that  they  were  inactivated  is  not  included  in  the  elapsed  time 
calculations. 
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services  during  the  same  day  that  they  are  assessed,  to  a  case  in  which 
188  days  passed  before  services  were  initiated.— ^    Since  the  mean  is 
affected  by  the  fact  that  a  small  number  of  clients  had  very  long  elapsed 
time,  it  is  also  useful  to  look  at  the  median,  which  indicates  that  half 
of  the  sample  had  services  initiated  within  24  days  after  assignment. 
Examination  of  the  specific  stages  of  the  channeling  process  shows  that 
the  referral  to  screen  period,  and  the  screen  to  assignment  period,  had 
mean  times  of  1.1  and  1.7  days,  respectively,  accounting  for  a  small 
proportion  (9.3  percent)  of  the  total  elapsed  time.     Completing  the 
assessment  (7.3  days)  and  care  planning  (19.8  days)  were  the  functions 
requiring  the  largest  proportions.    The  mean  number  of  days  from  care  plan 
sign-off  to  service  initiation  was  slightly  above  4  days.     Because  basic 
case  management  projects  could  initiate  services  before  care  plan 
completion,  and  in  fact  any  time  after  the  assessment  began,  the 
calculation  of  this  elapsed  time  actually  yields  a  negative  number  for  one 
project,  indicating  that  on  average  in  that  project  first  service  was 
initiated  before  care  plan  sign-off. 

Overall,  the  elapsed  time  between  functions  varied  significantly 
between  models.     Basic  case  management  projects  averaged  34  days  (with  a 
median  of  28)  from  assignment  to  service  initiation,  while  financial 
control  models  had  a  mean  time  of  25.8  days  (median  21).     The  major 


In  26  cases  (1.9  percent)  the  elapsed  time  for  clients  was  over 
100  days.    Major  reasons  identified  for  these  cases  include  (a)  lack  of 
availability  of  gap-filling  dollars  to  meet  special  needs  in  the  basic  case 
management  sites,   (b)  clients  entering  during  a  high  volume  intake  period  , 
who  were  assigned  lower  priority,   (c)  reported  difficulties  in  getting  the 
client  or  family  to  sign  off  on  the  care  plan,   thus  extending  the  elapsed 
time. 
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difference  in  these  elapsed  times  occurs  during  the  care  planning  phase, 
with  basic  case  management  projects  experiencing  significantly  greater 
elapsed  time  from  assessment  to  care  plan  sign-off  (23.4  days)  compared  to 
financial  control  projects  (15.5  days).    This  finding  is  consistent  with 
reports  by  case  managers  in  the  basic  case  management  projects  (noted 
earlier)  about  the  difficulties  they  encountered  in  identifying  and 
finding  services  for  their  clients.    As  discussed  previously,  it  should  be 
emphasized  that  since  these  data  focus  on  an  early  sample  cohort,  the 
majority  of  basic  case  management  projects  had  limited  experience  with 
gap-filling  dollars  at  this  point,  thus  limiting  their  ability  to  purchase 
services  directly. 

In  addition  to  model  differences,  there  was  also  considerable 
variation  among  individual  projects,  with  average  elapsed  time  from 
assignment  to  service  initiation  ranging  from  13  to  42.5  days.    A  number 
of  factors  may  affect  these  elapsed  time  rates,  including  rates  of 
caseload  buildup,  the  size  of  active  caseloads,  administrative  and 
staffing  structures,  the  nature  of  the  local  service  delivery  systems,  the 
availability  of  gap-filling  dollars,  the  features  of  the  channeling  model 
implemented,  and  potential  definitional  and  reporting  differences. 

The  elapsed  time  data  can  be  linked  to  the  concerns  of  channeling 
staff  and  referral  sources  addressed  in  Chapters  V  and  VI.     Respondents  at 
the  sites  and  channeling  project  progress  reports  emphasized  the  tension 
between  the  pressure  to  build  caseload  and  to  complete  the  comprehensive 
case  management  functions.     It  is  difficult  to  assess  the  specific  impact 
of  these  factors;  however,  channeling  staff  reported  that  emphasis  on 
caseload  development  did  influence  the  elapsed  time  to  complete 
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functions.     The  assessment  and  care  planning  processes,  with  a 
considerable  amount  of  paper  work  and  client  contact,  were  identified  in 
the  interviews  as  consuming  a  considerable  amount  of  case  management  and 
supervisor  time.     Channeling  staff  indicated  that  they  were  in  the  process 
of  trying  to  streamline  steps  in  the  assessment  and  care  planning 
processes,  because  of  these  difficulties. 

Because  the  majority  of  programs  providing  care  for  the  elderly  do 
not  calculate  this  type  of  elapsed  time  information,  the  channeling 
experience  cannot  be  systematically  compared  to  that  of  existing  programs 
in  the  long  term  care  system.    During  the  interviews,  as  noted, 
respondents  reported  that  dual  referrals  were  in  some  instances  made  to 
both  channeling  and  other  agencies  (such  as  home  health  providers  who 
could  initiate  skilled  care  in  24-48  hours)  to  avoid  delays,  particularly 
for  clients  being  discharged  from  acute  care  hospitals.     It  may  be 
important  in  this  respect  to  distinguish  the  provision  of  post-acute 
services  from  a  broader,  long-term  approach  to  community  care. 
Channeling's  design  and  structure — including  a  comprehensive  screening, 
assessment,  and  care  planning  process — is  intended  to  develop  a  basis  for 
serving  the  chronically  impaired,  elderly  over  an  extended  period  of  time, 
blending  informal  and  formal  care  into  an  integrated  and  ongoing  package 
of  services.    Each  aspect  of  the  channeling  intervention  from 
comprehensive  assessment,  selection  of  service  and  providers,  calculation 
of  service  costs,   to  client  sign-off  on  the  care  plan,  requires 
considerable  case  manager,  client,  and  family  involvement. 

In  addition,  because  of  both  the  timing  of  this  report  and  the 
need  to  choose  a  sample  cohort,  these  data  (as  noted)  focus  on  the  early 
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period  of  program  operations.    The  emphasis  on  rapid  caseload  development 
during  this  phase,  combined  with  a  gradual  phasing-in  of  staff,  may  have 
increased  the  time  required  to  carry  out  each  of  the  core  channeling 
functions.    This  suggests  that  it  will  be  important  to  compare  elapsed 
time  data  during  caseload  development  with  comparable  data  from  the  steady 
state  operational  phase  of  the  program.     Interpreting  the  channeling 
elapsed  time  data  in  this  context  suggests  that  an  important  issue  to 
pursue  as  the  projects  develop  is  how  the  time  required  to  initiate 
services — and  the  reactions  of  referral  sources,  providers  and  clients — 
affects  the  ability  of  channeling  to  serve  the  target  population  over  the 
longer  run. 
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VIII.     FACTORS  INFLUENCING  THE  IMPLEMENTATION 
AND  EARLY  OPERATIONS  OF  CHANNELING 


If  channeling  ultimately  proves  to  be  a  cost-effective 
intervention,  public  officials  and  program  operators  will  want  to  know  how 
channeling  was  put  into  operation — including  the  strategies  adopted  and 
the  factors  that  influenced  implementation — so  that  programs  like 
channeling  can  be  established  and  operate  effectively  in  other 
environments.     Prior  chapters  of  this  report  have  documented  major  steps 
in  the  early  implementation  of  channeling,  including  recruiting  the  target 
population,  organizing  the  components  of  channeling,  developing  procedures 
for  serving  clients,  and  working  with  the  existing  long  term  care  social 
service  and  health  care  programs.    The  way  In  which  these  actions  were 
carried  out  was  shaped  by  a  wide  variety  of  factors,  and  in  turn 
influenced  channeling 's  ability  to  accomplish  its  initial  objectives.  In 
this  chapter,  we  review  the  reports  of  key  actors  at  the  state  and  site 
levels  (including  state  officials,  channeling  project  and  host  agency 
staff,  referral  sources  and  providers)  regarding  the  factors  that 
influenced  the  implementation  of  channeling,  and  examine  the  experience  of 
the  projects  in  their  early  operational  phase. 

A.     FACTORS  INFLUENCING  IMPLEMENTATION 

The  development  of  any  community-based  project  is  the  result  of 
many  interrelated  activities,  which  makes  it  difficult  to  separate  out  and 
weigh  the  contribution  of  a  particular  factor  to  an  outcome.    As  previous 
studies  have  shown,  there  is  wide  disagreement  both  among  observers  and 
among  participants  as  to  the  factors  that  influence  the  planning  and 
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1/ 

implementation  of  service  programs  for  the  elderly.        This  can  be 

attributed  both  to  differing  roles  in  and  perspectives  on  events,  and  to 

varied  access  to  information. 

To  identify  the  factors  affecting  the  implementation  of 

channeling,  we  first  developed  expectations  as  to  what  factors  might  have 

important  influences  based  on  review  of  previous  studies,   in  effect 

2J 

establishing  a  set  of    hypotheses     for  analysis.        In  the  on-site 
interviews,  respondents  were  asked  to  identify  what  they  saw  as 
facilitating  and  constraining  factors  to  implementation;   their  point  of 
view  is  important  because  their  perceptions  may  well  influence  their 
behavior.     The  investigators  used  this  information,   together  with  project 
documents  and  descriptive  statistics,  to  develop  their  own  assessments  of 
what  the  important  factors  influencing  implementation  were. 

Two  methods  were  used  to  identify  what  respondents  considered  to 
be  the  factors  that  influenced  implementation.     First,  those  interviewed 
at  each  site  were  asked,   in  an  open-ended  question,  to  identify  the 
factors  that  facilitated  and  constrained  the  implementation  of  channeling 
in  their  particular  state  and  site;  second,  in  the  course  of  answering 
questions  about  their  role  in  and  views  about  channeling,  respondents 
commonly  identified  issues,  concerns,  and  circumstances  that  seem  to  bear 


""See  Callahan  (1973)  and  Granville  Corporation  (1980).  In 
Callahan's  study  of  service  development  for  the  aging  in  nine  cities,  he 
reported  that  less  than  52  percent  of  respondents  agreed  on  any  one 
particular  factor.     Granville  Corporation  identified  25  facilitators  of 
long  term  care  projects  in  six  states,  but  only  four  of  those  were 
identified  in  two  or  more.     The  spread  was  even  greater  in  Granville's 
analysis  of  the  constraints:     in  six  states  32  factors  were  identified,  on 
which  more  than  two  states  agreed  on  only  two. 

2/ 

—  See  Callahan  and  Day  (1981). 
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on  the  way  channeling  was  structured  and  implemented  in  the  sites.  The 

responses  recorded  in  the  interview  notes  were  reviewed,  grouped  into 

categories,   and  ranked  to  yield  a  picture  of  the  important  factors  in  the 

operational  development  of  channeling  as  reported  by  key  actors  at  the 

1/ 

state  and  local  levels. 

1 .     Factors  Facilitating  Channeling 

Over  30  different  factors  were  identified  by  respondents  as 
facilitating  the  implementation  of  channeling.     For  purposes  of  this 
discussion,  we  are  reporting  only  those  cited  in  three  or  more  states  or 
sites.     Those  factors  and  their  characterizations  are  presented  below,  in 
the  order  in  which  they  were  cited  by  respondents  in  the  channeling  states 
and  sites. 

o      State-Level  Support.     This  factor  refers  to  behavior 
on  the  part  of  state  officials,  usually  but  not 
exclusively  in  the  lead  agency,  to  help  get  the 
channeling  project  implemented  and  operational.     It  is 
based  on  respondents'  statements  such  as  "the  state 
provided  real  support  to  the  project,"     "we  really 
could  not  have  done  it  without  the  leadership  of  the 
state  lead  agency,"  and  "the  state  executive . really 
was  not  going  to  let  us  fail,  and  made  sure  that 
things  got  done." 


1/ 

In  all,  234  interviews  were  conducted  with  253  respondents  (a 
small  number  of  interviews  invovled  more  than  one  respondent),  for  an 
average  of  25  respondents  per  state/site.     The  number  and  distribution  of 
types  of  respondents  varied  according  to  site  and  project  size,  model,  and 
organizational  structure,  with  between  18  and  34  respondents  interviewed 
in  each  state.     Two  counts  of  these  respondent  statements  about 
facilitating  and  constraining  factors  were  made:   the  number  of  states  in 
which  at  least  one  respondent  identified  a  particular  factor,  and  the 
number  of  respondents  identifying  it.     These  factors  were  rank  ordered  for 
all  states  and  separately  for  each  model;  in  instances  where  the  same 
number  of  states  identified  factors,   the  number  of  persons  reporting  them 
was  used  to  determine  the  rank.     Note  that  this  is  only  an  approximation 
designed  to  yield  a  general  picture,  due  to  the  variation  in  number  and 
type  of  respondents  interviewed  by  state. 
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o      Support  of  the  Local  Provider  Community.    This  refers 
to  positive  action  by  the  local  provider  community  to 
cooperate  with  the  channeling  demonstration. 
Statements  such  as  "the  providers  really  got  behind 
channeling,"  and  "the  hospitals  and  home  health 
agencies  were  really  very  cooperative,"  are  typical  of 
the  statements  indicating  support  of  the  local 
provider  community. 

o      An  Identified  Strong  Lead  Individual.    This  factor 
includes  statements  that  identify  a  particular 
individual,  usually  at  the  site,  but  sometimes  at 
state  level,  whose  leadership  was  seen  as  critical  to 
implementing  the  channeling  demonstration.     It  goes 
beyond  a  mere  statement  of  support  from  the  state  or 
the  host  agency,  but  identifies  a  particular 
individual.     Included  are  statements  such  as 
"channeling  could  not  have  been  pulled  off  if  they 

hadn't  hired  as  the  project  director,"  and 

"  has  just  performed  marvelously,  and  has 

been  able  to  pull  all  the  providers  together,  based  on 
her  personal  characteristics." 

o      Qualities  of  Channeling  Project  Staff.    This  refers  to 
statements  that  identify  the  types  of  staff  in  the 
channeling  project,  and  how  they  worked  with  providers 
and/or  state-level  personnel.     Included  here  are 
statements  showing  there  was  high  regard,  usually  on 
the  part  of  providers,  for  the  people  who  were 
staffing  the  channeling  projects.     Included  are 
statements  such  as  "they  went  out  and  hired  people 
with  the  right  qualifications  to  do  the  job." 

o      Previous  Organized  Long  Term  Care  Projects/ 

Activities .    This  refers  to  the  identification  of  a 
specific  pre-existing  organized  effort  in  the  field  of 
long  term  care.    Respondents  would  say  that,  as  a 
result  of  the  previous  experience,  the  community  was 
able  to  move  quickly  on  channeling,  or  that  a  provider 
had  already  become  familiarized  with  case 
management.    Examples  of  statements  are  "the  agencies 
were  already  used  to  working  together  with  each  other 
as  a  result  of  the  in-home  services  project,''  and  "the 
community  had  already  got  together  on  this  kind  of 
thing  when  they  were  preparing  the  Robert  Wood  Johnson 
long  term  care  proposal." 

o      Channeling  Responsive  to  a  Real  Community  Need.  This 
factor  refers  to  an  assessment  that  the  long  terra  care 
case  management  component  of  channeling  is  filling  a 
real  gap  in  the  community,  and  this  has  facilitated 


232 


its  development.     Typical  responses  include  things 
such  as  "channeling  is  meeting  a  real  need,"  and  "we 
all  feel  that  we  need  something  like  channeling  to 
really  provide  the  array  of  services  that  older  people 
require." 

o      Local  Planning  for  Channeling.    This  refers  to  the 
behavior  of  the  state,  host  agency,  or  channeling 
project  in  going  about  setting  up  the  channeling 
demonstration  in  "the  right  way."    Comments  around 
this  particular  factor  include  such  things  as  "good 
planning  went  into  the  development  of  the  channeling 
demonstration,"  and  "people  got  involved  in  a  lot  of 
planning  activities  around  the  channeling 
demons  tration. " 

o      Political  Support  for  Channeling.    This  refers  to  the 
identification  of  particular  political  bodies  or 
individuals  whose  support  was  influential  in  moving 
along  the  channeling  demonstration.     Included  are 
statements  such  as  "there  was  general  agreement  among 
the  [county  governing  body]  that  a  continuum  of 
sources  was  necessary  for  elders  in  need  of  long  term 
care  .   .   .  county  government  exercised  the  leadership 
role,"  and  "the  mayor  was  behind  the  project  and 
ensured  that  the  various  departments  cooperated 
together  on  it." 

o      Use  of  a  Local  Advisory  Council.    This  refers  to  the 
explicit  identification  of  the  role  of  an  advisory 
council  itself  in  being  helpful  to  the  development  of 
the  channeling  project.     Included  are  statements  such 
as  "using  the  advisory  council  was  a  very  helpful  way 
of  getting  provider  commitment  to  the  channeling 
project ." 

o      Host  Agency  Characteristics.    This  refers  to  the 
identification  of  specific  attributes  of  the  host 
agency  which  helped  facilitate  the  channeling 
demonstration.     Included  are  statements  such  as  "we 
really  could  only  have  done  this  under  [voluntary] 

nonprofit  auspices,"  and  "the  fact  that   

agency  has  a  good  reputation  helped  the 
implementation. " 

o      A  Strong  Aging  Constituency.    This  factor  would 

include  situations  where  the  elderly  through  their 
organized  groups  were  identified  as  being  influential 
in  the  channeling  demonstration.     It  includes 

statements  such  as  "the    Association  of 

Aging  has  supported  long  term  care  activities  in  this 
community  for  a  long  time." 
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o      Concept  of  Channeling.    This  factor  is  similar  to  an 
earlier  factor — channeling  meets  a  need — in  that  it 
refers  to  the  concept  of  channeling  as  a  long  term 
care  case  management  system.    However,  this  is  usually 
expressed  as  channeling  being  a  good  idea  without 
necessarily  linking  it  back,  to  a  particular  community 
need.     It  is  a  factor  that  was  reported  only  in  the 
financial  control  sites,  and  therefore  may  refer  to 
the  idea  of  an  agency  that  authorizes  services  and 
operates  within  a  cap. 

o      Lack  of  Local  Conflict.    This  refers  to  the 

identification  of  a  lack  of  conflict  as  a  factor 
influencing  implementation.     It  includes  statements 
such  as  "there  is  very  little  in-fighting  in  the 
channeling  demonstration  area,"  and  "we  are  able  to 
avoid  a  lot  of  conflict  over  channeling. 

Table  VIII.  1  lists  the  factors  reported  by  respondents  in  three  or 

more  states,  showing  the  number  of  states  in  which  each  was  identified  as 

facilitating  the  implementation  of  channeling.     The  two  major  factors  cited 

were  strong  support  at  the  state  level  (10  states)  as  well  as  support  of 

the  local  provider  community  (8  states).     The  next  most  frequently  cited 

factors  were  the  presence  of  a  strong  lead  individual  and  the  presence  of 

good  staff  in  the  channeling  project  itself  (6  states  each).  Following 

these  were  the  existence  of  a  previous  long  term  care  project,  the 

responsiveness  of  channeling  to  community  need,  and  good  local  planning, 

U 

each  identified  in  five  states.        In  addition  to  the  factors  listed  in 
Table  VIII. 1,  many  others  were  identified  in  two  or  fewer  states. 


If 

Strong  state  level  support,  good  staff,  and  previous  organized 
long  term  care  activities  were  cited  as  facilitating  factors  in  two  or 
more  states  of  the  six  studied  by  Granville  (1980);  provider  support,  good 
planning,  political  support,  a  local  advisory  council,  host  agency 
characteristics,  and  program  concept  were  each  cited  in  one  state  in  that 
study. 
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TABLE  VIII.l 

FACTORS  FACILITATING  IMPLEMENTATION  OF  CHANNELING 
AS  IDENTIFIED  BY  RESPONDENTS 

(Number  of  States  in  Which  Factor  Identified) 


Factor 


Basic  Case 
Management 


Financial  Control 


All 


State-level  Support 

Support  of  the  Local 
Provider  Community 

Strong  Lead  Individual 

Qualities  of  Project 
Staff 


10 
8 

6 
6 


Previous  Organized 
Long  Term  Care 
Project  /Activity 

Channeling  Responsive 
to  a  Real  Community 
Need 

Local  Planning  for 
Channeling 

Political  Support 
for  Channeling 

Use  of  Local  Advisory 
Council 


Host  Agency 

Characteristics 

Strong  Agency 
Constituency 

Concept  of 
Channeling 

Lack  of  Local 
Conflict 
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Additional  facilitating  factors  cited  by  respondents  included:  a 
nursing  home  bed  freeze  that  created  a  scarcity,  thus  forcing  some  clients 
towards  care  at  home;   the  high  cost  of  nursing  home  care  compared  to  home 
care;  the  availability  of  additional  services  through  the  funds  pool  and 
service  expansion  funds;  the  belief  that  channeling  would  help  control 
medicaid  expenditures;  the  positive  role  of  the  national  technical 
assistance  contractor;  and  satisfaction  that  the  research  design  would 
produce  valid  results. 

The  responses  obtained  and  presented  in  Table  VIII. 1  may  be 
synthesized  as  follows.    Channeling  was  facilitated  by  the  commitment  and 
support  of  the  state  lead  agency  either  on  its  own  or  with  the  assistance 
of  the  state  long  term  care  planning  group  and  other  state  organizations. 
It  was  implemented  in  local  communities  with  good  provider  support  for  the 
demonstration  effort,  based  in  part  upon  previous  long  term  care  efforts  in 
which  those  providers  cooperated.    This  cooperation  developed  linkages 
among  the  providers  and  made  them  aware  of  a  need  for  long  term  case 
management — a  need  they  felt  could  be  satisfied  by  channeling.  Provider 
support  as  well  as  state  support  for  the  project  was  prompted  or  maintained 
by  the  presence  of  qualified,  able  staff  in  the  channeling  project. 
Frequently,  this  was  attributed  to  a  single  individual  who  was  able  to  win 
the  support  of  both  state  and  local  figures.    While  political  support  and 
the  participation  of  the  aging  constituency  were  important  in  some 
instances,  they  did  not  seem  to  be  necessary  prerequisites  for  successful 
implementation,  although  one  could  imagine  that  opposition  from  these 
sources  could  be  a  barrier  to  implementation. 
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As  described  in  Chapter  III,  the  channeling  sites  are  not  a  random 
sample  but  rather  a  self-selected  sample  of  communities  across  the  country 
interested  in  long  term  care.     The  fact  that  they  were  able  to  assemble  the 
components  of  the  project  and  implement  channeling  may  indicate  that  the 
conditions  conducive  to  implementation  were  already  at  work  in  those 
particular  communities;  what  is  less  clear  is  whether  such  conditions  can 
be  deliberately  created  to  have  the  same  influence  in  other  environments. 
2.    Factors  Constraining  Implementation 

Because  channeling  has  been  implemented  successfully  in  all  10  of 
the  communities  under  study,  the  constraints  identified  do  not  represent — 
at  least  at  this  early  point — real  blocks  to  the  successful  implementation 
of  the  channeling  demonstration,  but  rather  conditions  in  the  environment 

which  had  to  be  dealt  with  as  channeling  developed.— ^ 

The  categories  of  constraints  identified  in  three  or  more  states, 
and  their  definitions,  are  listed  below  in  the  order  in  which  they  were 
cited  by  respondents  in  the  channeling  states  and  sites.    There  was  much 
less  consensus  among  respondents  on  the  constraints  or  obstacles  to 
implementing  channeling  than  on  the  facilitating  factors.    There  were  many 
more  reasons  given,  and  a  much  lower  level  of  agreement  (this  was  true  also 
in  the  Granville  study  cited  earlier). 


It  may  be  useful  to  think  of  constraints  in  terms  provided  by 
Friedman  (1967,  p.  234): 

Thought  and  consequent  actions  intended  to  be  rational  are 
contingent  on  environmental  conditions — the  social  context  of 
planning — which  represent  the  medium  in  and  through  which  planning 
decisons  are  made.    This  environment  for  decision  is  often 
discussed  in  terms  of  so-called  obstacles  to  planning 
(constraints),  but  it  seems  preferable  to  speak  of  it  simply  as 
the  specific  set  of  structural  conditions  under  which  planning 
must  occur. 


237 


o      Research  and  Demonstration  Requirements.  This 

constraint  refers  to  a  situation  where  the  respondents 
identified  such  things  as  the  randomization  process  or 
the  assessment  process  as  causing  problems  for 
providers  or  channeling  staff.     Included  would  be 

statements  such  as  "the   agency  will  not 

participate  because  they  don't  like  the  randomization 
aspects  of  the  demonstration"  and  "it's  a  real  burden 
on  the  staff  to  go  through  the  full  assessment,  and  it 
makes  it  difficult  to  provide  services  as  quickly  as 
we  would  like."— 

o      Behavior  of  the  Federal  Government  and  Technical 

Assistance  and  Evaluation  Contractors.    This  refers  to 
specific  complaints  about  the  lack  of  prompt  or  clear 
decision-making  on  the  part  of  the  national  partici- 
pants in  channeling  around  resolution  of  issues, 
design  specification,  training  requirements,  etc. 
Included  are  statements  such  as  "because  the  federal 
government,  Temple  and  MPR  could  not  get  their  act 
together,  we  just  had  to  sit  around  and  wait  for 
decisions,"  and  "we  could  have  moved  much  faster  if 
some  decisions  had  only  been  made  earlier." 

o      Federal  Requirements  Limiting  Local  Options.  This 
refers  to  statements  that  federal  requirements  of 
various  types  reduce  local  options.  Statements 
included  a  range  of  examples,  from  specific 
programmatic  or  procedural  requirements  (e.g., 
contracting  procedures,  financial  reporting)  to  more 

general  concerns,  such  as  "here  in  ,  people 

distrust  any  project  run  by  the  federal  government." 

o      Paperwork.    This  includes  references  to  the  fact  that 
the  amount  of  "paperwork"  required  by  channeling  was  a 
constraint  on  the  ability  of  the  channeling  staff  to 
perform  at  what  they  considered  their  optimal  level. 

o      Provider  Fear  of  Change,  Loss  of  Jobs.    This  refers  to 
an  assessment  by  channeling  staff  or  providers  that 
certain  service  providers  were  fearful  of  changes  to 
be  introduced  by  channeling,  including  concern  that 
they  might  lose  their  jobs.     Statements  include  "some 


U 

In  many  instances,  it  was  difficult  for  respondents  and 
investigators  to  distinguish  between  effects  directly  attributable  to  the 
research  (e.g.,  the  assessment  interview  procedures  necessary  to  assure 
comparable  data  collection)  and  those  related  to  the  treatment  itself 
(e.g.,  use  of  a  comprehensive,  standard,  structured  written  assessment 
based  on  self-report). 
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of  the  providers  resist  channeling  because  they  will 
lose  their  jobs,"  and  "providers  are  resistant  because 
they  just  fear  any  kind  of  change  at  all." 

o      Turf  Issues  at  the  State  and  Local  Levels.  This 
refers  to  identifying  a  problem  in  agency  behavior 
which  is  the  result  of  arguing  who  should  be  doing 
what  and  protecting  one's  own  turf.     This  particular 
problem  was  frequently  stated  in  terms  of  "turf 
issues"  by  respondents. 

o      Restriction  of  Intake  to  Medicaid  Clients.  This 

refers  to  the  federal  requirement  for  a  period  of  time 
during  early  operations  that  intake  in  the  financial 
control  model  sites  be  restricted  to  medicaid  clients 
in  order  to  balance  out  the  medicare-medicaid  case  mix 
for  funding  purposes.  This  includes  statements  that 
identify  the  federal  directive  specifically  as  a 
constraint.—' 


Table  VIII. 2  lists  the  factors  identified  by  respondents  in  three 
or  more  states,  showing  the  number  of  states  in  which  each  was  identified 
as  a  constraint.    The  major  constraints  can  be  ordered  in  three  broad 
categories.     One  major  category  has  to  do  with  the  research  nature  of  the 
demonstration  itself  and  the  kind  of  responsibilities  it  imposes  upon  a 
service  delivery  system;  respondents  in  all  10  states  described  these  as 
constraints.    The  second  category  involves  the  behavior  of  extracommunity 
actors,  namely,  the  federal  government  and  the  national  contractors  and  the 
kinds  of  limits  that  they  place  upon  local  options  and  freedom  of  action; 
respondents  in  a  majority  of  states  (5  to  8)  cited  these  factors.  The 
third  major  category  concerns  the  ability  of  the  channeling  demonstration 
to  operate  in  the  local  community,  given  turf  issues  and  provider  fears; 


Although  this  factor  could  be  considered  a  specific  example  of 
concerns  expressed  about  national  decision-making  or  demonstration 
requirements,  it  was  singled  out  by  respondents  in  three  financial  control 
sites  at  the  time  of  the  interviews  as  an  important  concern  in  itself. 
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TABLE  VI II. 2 

FACTORS  CONSTRAINING  IMPLEMENTATION  OF  CHANNELING 
AS  IDENTIFIED  BY  RESPONDENTS 

(Number  of  States  in  Which  Factor  Identified) 


Constraints 


Basic  Case 
Management 


Financial  Control 


All 


Research  and  Demonstration 
Requirements 


10 


Behavior  of  Federal 
Government ,  TA  Con- 
tractor and  Evaluation 
Contractor 


Federal  Requirements 
Limiting  Local  Options 


Paperwork 


Provider  Fears  of 

Change,  Loss  of  Jobs 


Turf  Issues  at  State  and 
Local  Level 


Restriction  of  Intake 
to  Medicaid  Clients 
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there  was  less  consensus  about  these  factors,  with  neither  cited  by 
respondents  in  more  than  four  states. 

The  evidence  that  respondents  in  financial  control  states  and  sites 
tended  to  be  more  concerned  about  the  pace  of  decision-making  at  the 
federal  level  is  not  unexpected,  given  the  way  the  selection  process  and 
final  design  decisions  delayed  the  original  start  dates  for  these  projects 
(see  Chapter  III).     It  is  interesting  to  note  that  channeling  staff  in  the 
financial  control  sites  tended  not  to  discuss  issues  of  provider  fears  or 
turf  Issues  as  much,  if  at  all.     It  may  be  that  because  they  had  access  to 
expanded  services  and  authorization  power,  they  were  less  concerned  with 
these  issues.     The  basic  case  management  sites  needed  to  win  provider 
cooperation  to  achieve  their  goals  and,  hence,  seem  more  sensitive  to  these 
kinds  of  issues. 

In  addition  to  the  factors  listed  in  Table  VIII. 2,  a  number  of 
others  were  identified  as  constraints  in  two  or  fewer  states.  Constraints 
related  to  staffing  included  delays  in  hiring  because  of  civil  service 
procedures,  and  having  to  hire  a  particular  individual  because  of  civil 
service  or  political  considerations.    Lack  of  channeling  project  control  of 
the  health  system,  setting  the  average  per  client  expenditure  cap  too  low 
in  the  financial  control  sites,  and  a  limited  supply  of  services  in  the 
local  community  were  also  identified. 

The  constraints  to  channeling,  based  on  participant  reports,  can  be 
synthesized  with  this  story.     States  identified  local  communities  and 
agencies  to  carry  out  the  channeling  demonstration.     These  organizations 
subsquently  Implemented  the  program,  but  in  doing  so,  they  had  to  convince 
the  local  providers,  and  perhaps  also  overcome  their  own  hesitance,  about 
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combining  a  research  and  demonstration  effort  with  service  delivery.  As 
they  struggled  with  these  problems  at  the  local  level,  they  were  affected 
by  requirements  from  the  national  level  which  limited  their  options  or 
restricted  their  freedom — either  because  of  particular  limits  put  on  their 
actions  or  because  the  process  of  making  decisions  for  the  demonstration  as 
a  whole  delayed  the  organizational  work  needed  to  move  ahead  at  the  local 
level.    One  set  of  the  projects  (the  financial  control  model)  was  more 
affected  by  these  national  requirements  because  their  operations  were 
delayed  while  design  elements  were  being  finalized.    Although  provider 
resistance  and  turf  issues  were  a  problem  at  some  sites  (particularly  basic 
case  management  sites)  they  were  not  insurmountable. 

B.    EARLY  OPERATIONS 

The  broad  factors  identified  above  provide  a  general  picture  of  the 
circumstances  that  participants  felt  shaped  the  implementation  of 
channeling  projects  across  sites.     The  most  obvious  finding  about 
implementation  is  the  fact  that  channeling  is  up  and  operating  at  all  10 
sites.     Respondents  generally  attributed  that  to  the  role  of  the  state, 
cooperation  of  local  providers,  local  long  term  care  history,  and  the 
channeling  actors  involved.     They  also  identified  a  number  of  factors  that 
they  felt  hindered — but  did  not  block — this  implementation  process.  Most 
of  the  constraints  cited  were  concerns  about  how  externally  imposed 
requirements  restricted  the  way  they  would  like  to  do  things  and  the  ease 
with  which  they  could  establish  working  relationships  with  providers  and 
the  community. 

For  this  examination  of  the  factors  affecting  early  operations, 
this  suggests  a  need  to  focus  not  so  much  on  facilitating  and  constraining 
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factors,  as  on  the  "compromises  of  implementation" — the  way  that  the 
planned  design,  forces  in  the  environment,  and  the  strategies  selected 
interacted  in  shaping  the  operations.     The  way  in  which  these  compromises 
came  about  and  the  forms  they  took  may  affect  the  intervention,  perhaps 
substantially,  and  hence  need  to  be  identified  and  tracked  throughout  the 
demonstration. 

In  this  report,  we  have  concentrated  on  three  activities  that  are 
central  to  the  objectives  and  eventual  success  of  channeling:  identifying 
and  recruiting  an  impaired  elderly  population  at  risk  of 
institutionalization;  planning  care  and  arranging  services;  and  managing 
the  provision  of  care.    Each  of  these  appears  to  reflect  a  number  of 
factors  identified  in  earlier  chapters  of  this  report — design  of 
channeling,  the  approaches  projects  took,  and  the  nature  of  the  local 
environment — which  in  combination  shaped  the  early  operational  experiences 
of  channeling.     In  the  remainder  of  this  chapter,  we  review  channeling's 
experiences  in  each  of  these  areas,  drawing  on  the  evidence  presented 
previously  in  this  report. 

1 .     Identifying  and  Recruiting  the  Target  Population 

As  described  in  Chapters  II  and  V,  a  fundamental  objective  of 
channeling  was  to  identify  and  serve  the  planned  target  population,  that 
is,  seriously  impaired  elders  in  need  of  long  term  care  who  are  likely  in 
the  absence  of  channeling  to  be  institutionalized.    To  accomplish  this,  the 
demonstration  adopted  strict  entrance  criteria  and  a  screening  process,  and 
the  projects  devoted  considerable  effort  to  developing  formal  and  informal 
networks  of  referral  sources  from  among  the  organizations  most  likely  to  be 
in  contact  with  the  seriously  impaired  elderly.    The  flow  of  referrals, 
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their  sources,  and  characteristics  of  the  clientele  recruited  appear  to 
have  been  affected  by  a  number  of  considerations.    These  include  how 
referral  sources  defined  "need"  for  channeling,  the  availability  of 
existing  and  expanded  services,  the  implementation  of  cost  control 
mechanisms,  the  way  the  screening  process  and  eligibility  criteria  were 
implemented,  the  perceived  responsiveness  of  channeling,  and  casefinding 
strategies . 

Referral  sources  apparently  had  a  general  understanding  of  the 
channeling  criteria,  but  differed  on  specific  characteristics  of 
individuals.    A  few  sources  only  referred  persons  with  no  informal 
supports;  others  assumed  that  persons  without  informal  caregivers  were  not 
likely  to  remain  in  the  community.     Some  agencies  did  not  refer  clients 
until  they  had  exhausted  benefits  or  no  longer  met  eligibility  requirements 
for  that  agency's  service;  others  made  referrals  in  the  anticipation  that 
they  could  continue  serving  the  client.     In  a  few  instances,  clients 
needing  very  heavy  care  were  reportedly  not  referred  because  channeling  was 
seen  as  lacking  capacity  for  skilled  service,  be  cause  the  cost  of  their 
care  might  exceed  the  channeling  expenditures  cap,  or  because  they  might  be 
required  to  share  in  the  cost  of  services.     Some  clients  were  referred  by 
providers  because  services  they  needed  were  not  available  except  through 
the  service  expansion  funds  of  the  basic  case  management  projects  or  the 
funds  pool  of  the  financial  control  projects. 

The  case  mix  may  also  reflect  the  way  the  screening  process  was 
implemented.    A  number  of  issues  in  this  area  were  identified,  although 
their  exact  contribution  to  case  mix  differences  is  not  known  at  this 
time.     For  example,  some  respondents  felt  that  the  eligibility  criteria  and 
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the  nature  of  the  screening  instrument  (including  its  reliance  on  self- 
reported  information)  tended  to  exclude  some  persons  who  had  mental 
impairments,  who  lived  alone  without  assistance  in  daily  activities,  or  who 
emphasized  their  independence  in  order  to  qualify  for  community  care  and 
leave  institutions.     Some  felt  that  the  disability  criteria  and  the 
requirements  for  expected  unmet  needs  for  a  six-month  period  resulted  in 
excluding  persons  who  could  benefit  from  channeling. 

Reservations  about  a  control  group,  and  about  the  time  required  for 
channeling  to  initiate  services,  were  also  cited  as  factors  influencing 
referrals  to  channeling,  particularly  for  persons  whom  referral  sources 
believed  needed  prompt  services  (most  often  those  being  discharged  from 
hospitals).    Referral  sources  reported  reluctance  to  refer  clients  whom 
they  believed  could  not  risk  going  into  the  control  group,  or  who  would 
require  considerable  effort  to  make  alternative  plans  if  they  were  not 
accepted  as  channeling  clients.    For  these  reasons,  referrals  were  often 
made  to  both  channeling  and  a  provider  agency  simultaneously. 

Referral  patterns  also  reflect  both  the  strategies  channeling 
projects  used  in  targeting  formal  referral  sources  and  conducting  outreach, 
and  the  way  that  referral  sources  viewed  both  client  needs  and  channeling's 
potential.    The  channeling  projects  developed  referral  sources  by  focusing 
on  the  important  formal  providers  and  community  organizations  they  expected 
to  have  potential  for  making  substantial  numbers  of  appropriate 
referrals.     In  doing  so,  they  took  advantage  of  the  reputation,  position 
and  influence  of  their  host  agencies,  in  some  cases  state  lead  agencies, 
and  important  providers  (who  were  usually  recruited  to  join  channeling 
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advisory  committees).     They  also  relied  heavily  on  public  information 
strategies. 

Through  these  mechanisms  the  projects  sought  and  received  referrals 
from  a  broad  array  of  sources.     They  emphasized  recruiting  applicants  from 
the  health  care  sector,  and  received  a  steady  and  important  flow  of 
referrals  from  hospital  and  home  health  agencies.    Home  health  agencies — 
which,  as  noted,  were  often  well  established  providers  seen  as  capable  of 
providing  prompt  service — emerged  as  intermediaries  in  this  process;  often 
persons  were  discharged  from  hospitals  to  home  health  agencies  providing 
post-acute  skilled  care  services  under  medicare,  and  were  subsequently 
referred  to  channeling  as  benefits  were  exhausted  and/or  skilled  care  needs 
diminished.    However,  referrals  from  physicians  and  nursing  home  related 
sources,  despite  limited  efforts  by  some  channeling  projects  in  each  case, 
were  uniformly  low;  the  reasons  for  this  will  be  examined  as  the  projects 
continue  operations.     Channeling  projects  also  received  important  shares  of 
referrals  from  the  public  social  service  and  aging  service  networks  and 
from  individuals  and  their  families. 

As  the  early  data  presented  in  Chapter  V  demonstrate,  the 
channeling  projects  appear  to  have  been  successful  at  developing  a  wide 
array  of  referral  sources  and  implementing  screening  procedures  that 
enabled  them  to  locate  and  recruit  a  disabled  elderly  population.  The 
extent  to  which  this  is  in  fact  a  population  likely  to  be  institutionalized 
in  the  absence  of  channeling  will  be  determined  through  the  comparison  of 
the  experiences  of  the  treatment  and  control  groups  as  the  demonstration 
continues . 
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2 .    Planning  Care  and  Arranging  Services 

The  development  and  implementation  of  care  plans  for  channeling 
clients  appear  to  have  been  influenced  by  a  number  of  factors:  the 
information  and  services  available  to  case  managers,  the  ability  of 
channeling  staff  to  gain  access  to  and  control  the  specification  and 
delivery  of  services,  the  role  of  informal  caregivers  and  home  health 
agencies,  cost  control  features,  and  the  time  required  to  carry  out  these 
channeling  functions. 

The  ability  of  a  case  manager  to  design  a  specific  care  plan 
depends  upon  the  information  and  the  services  available  to  the  manager. 
Assessors  reported  that  the  standardized  comprehensive  in-person  assessment 
provided  them  with  useful  information  on  which  to  base  care  plans,  despite 
some  concern  about  its  length,  structure,  or  the  reliability  of  self- 
reported  information.     The  time  and  effort  required  to  complete  the 
assessment  and  care  planning  processes  were  attributed  by  channeling  staff 
in  part  to  the  standardized  forms  and  procedures  required  by  demonstration 
guidelines,  and  in  part  to  the  rapid  pace  of  intake  during  the  caseload 
buildup  period.    They  were  also  related  to  geographic  factors  (in  cases 
where  extensive  travel  was  required)  and  to  the  availability  and 
accessibility  of  formal  and  informal  providers  of  care. 

The  availability  of  formal  services  depends  both  upon  the  existence 
of  the  service  in  the  community  and  whether  or  not  the  provider  of  that 
service  will  or  can  accept  a  channeling  client.    All  projects  developed 
mechanisms  to  identify  and  establish  working  relationships  with  formal 
providers,  ranging  from  advisory  councils  and  informal  letters  of  agreement 
to  competitively-bid  purchase  of  service  contracts.     Some  basic  case 
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management  projects  lacked  access  to  services  that  case  managers  thought 
most  appropriate  and,  because  service  expansion  funds  were  not  yet 
available,  had  to  develop  alternatives  to  establish  a  care  plan.  In 
financial  control  projects,  the  case  manager's  flexibility  was  sometimes 
limited  by  agency  contracts  with  a  small  set  of  providers,  resulting  either 
from  limited  supply  or  from  the  fact  that  a  project  had  to  contract  with 
the  low  bidder;  on  the  other  hand,  the  ability  to  purchase  services 
independent  of  prevailing  program  and  reimbursement  requirements  seems  in 
some  instances  to  have  expanded  both  access  to  and  availability  of  certain 
services . 

Concerns  about  continuity  of  care  also  influenced  care  planning 
decisions.     In  this  respect,  the  situation  of  referral  sources  making  a 
dual  referral  to  both  an  established  service  provider  and  channeling,  and 
the  desire  of  both  clients  and  agencies  not  to  disrupt  pre-existing  service 
arrangements  for  individuals  in  some  cases,  appear  to  have  imposed 
constraints  on  case  managers'  design  of  the  care  plan  and  selection  of 
providers . 

Care  planning  also  appeared  to  be  affected  by  the  presence  or 
absence  of  informal  caregivers.    Availability  of  informal  caregivers  is  a 
function  of  demographics,  culture,  and  the  orientation  of  case  managers 
toward  this  source  of  care.    Many  case  managers  reported  families  were 
"burned  out"  when  they  turned  to  channeling.     Incorporating  informal 
caregivers  into  the  care  plan,  particularly  to  increase  or  alter  their  role 
in  care,  was  described  as  difficult  and  time-consuming,  and  pressure  to 
build  up  the  caseload  during  this  early  period  reportedly  detracted  from 
sufficiently  involving  informal  caregivers. 
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It  is  clear  that  in  the  basic  case  management  sites,  and  in  some 
instances  the  financial  control  sites,  negotiating  services  with  formal 
providers  was  a  significant  element  of  the  channeling  process.     In  the 
basic  case  management  sites,  case  managers  explored  provider  willingness 
and  capacity  to  serve  while  they  were  designing  initial  care  plans; 
although  case  managers  in  the  financial  control  projects  worked  with 
contracted  providers,  had  access  to  expanded  funding,  and  could  authorize 
amount,  duration  and  scope  of  services,  they  too  had  to  negotiate  with 
providers  in  some  instances.    Home  health  agencies  emerged  as  influential 
providers  of  many  services  channeling  clients  need,  and  both  basic  and 
financial  control  projects  devoted  considerable  effort  to  negotiating  with 
them  over  establishing  and  changing  the  amount  and  type  of  client  services, 
defining  the  respective  roles  of  case  managers  and  home  health  agency  staff 
in  managing  and  monitoring  care,  and  deciding  whether  clients  would  be 
referred  to  channeling  before  or  after  their  benefits  or  skilled  care  needs 
abated.     These  processes  influenced  both  the  planning  and  initiation  of 
services. 

Care  planning  and  service  arrangements  were  shaped  further  by  cost 
considerations.     In  the  basic  case  management  sites,  where  cost  is  not  a 
formal  limiting  factor,  case  managers  indicated  that  they  were  aware  of 
rates  for  services  and  often  took  this  into  account  in  formulating  care 
plans.     In  the  financial  control  sites,  where  estimation  of  the  cost  of  the 
service  package  is  required,  case  managers  and  supervisors  reported 
considerable  attention  to  staying  within  cost  guidelines,  and  in  fact 
appear  to  have  adopted  the  average  expenditure  cap  (60  percent  of  nursing 
home  rates,  applicable  to  the  caseload  as  a  whole)  rather  than  the 
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individual  limit  (85  percent)  as  the  standard  for  controlling  the  costs  of 
clients'  initial  care  plans.     Staff  in  some  sites  reported  encouraging 
clients  and  families  to  pay  for  services.     Others  indicated  that  they 
preferred  to  use  inexpensive  providers  or  a  less  expensive  or  intensive 
form  of  a  desired  service  to  keep  within  the  cap;  cost  and  quality 
considerations  were  often  involved  in  choices  between  providers.    There  was 
some  limited  evidence  that  as  a  result  of  requirements  for  cost  sharing, 
the  service  plan  might  be  designed  so  as  to  use  services  for  which  cost 
sharing  was  not  required;  however,  the  combination  of  low  client  incomes 
and  the  fact  that  the  cost-sharing  design  excludes  most  of  the  services 
most  frequently  used  by  channeling  clients,  appeared  to  result  in  very 
limited  cost  sharing  in  this  early  period. 

The  implementation  of  care  planning  and  service  arrangements,  as 
documented  in  this  report,  thus  appears  to  some  degree  to  reflect  a  series 
of  accommodations  with  both  the  existing  service  system  and  the  design 
features  of  each  channeling  model. 
3 .    Managing  Care 

Lack  of  time  to  carry  out  active  monitoring  of  clients  was 
identified  as  a  major  concern  during  early  operations.    Pressures  for 
caseload  buildup  and  the  associated  initial  assessment  and  care  planning 
activities  were  seen  as  imposing  strict  limitations  on  the  amount  of  time 
that  could  be  devoted  to  ongoing  case  management.    As  a  result,  both 
channeling  staff  and  providers  described  an  informal,  mutual  monitoring 
system  that  involved  clients  and  their  families,  providers,  and  case 
managers.     Case  managers  reported  relying  heavily  on  monitoring  clients 
through  contacts  initiated  by  providers  in  day-to-day  contact  with  clients 
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(homemakers,  personal  care  aides),  and  also  through  contacts  initiated  by 
clients,  families,  and  informal  caregivers.     Similarly,  monitoring  of 
providers  was  often  accomplished  through  both  clients  and  families,  and  in 
many  cases  by  skilled  care  providers  monitoring  other  caregivers.  Frequent 
contacts  around  service  delivery  adjustments  to  initial  care  plans  were 
reported,  but  most  projects  felt  that  they  had  not  yet  been  able  to  devote 
as  much  attention  as  they  wished  to  the  ongoing  management  of  care. 
Mechanisms  for  monitoring  the  costs  of  ongoing  care  were  still  under 
development  at  the  time  of  our  visits,  so  it  is  difficult  to  assess  the 
role  these  will  play  at  this  time.    The  experiences  with  the  ongoing 
management  of  care  reported  here  may  be  limited  to  the  early  operational 
period,  or  may  become  established  or  supplemented  as  the  projects  develop 
further. 

*  *  * 

Viewing  all  of  this  within  and  across  sites  and  models  provides 
perspective  on  the  circumstances  that  have  shaped  channeling  as  implemented 
so  far,  and  identifies  issues  that  must  be  examined  as  the  projects  mature 
in  the  coming  months.     Some  of  these  influences  are  grounded  in  the 
environments  of  the  channeling  projects:     the  demographics  and  geography  of 
the  area,  the  public  programs  and  services  that  exist  there,  the  nature  of 
provider  and  referral  source  networks,  the  position  and  auspices  of  the 
state  lead  agency  and  local  host  agency.     Others  are  specific  to  the 
national  design  and  structure  of  the  demonstration.     Still  others  stem  from 
the  design,  structure,  and  staffing  of  the  individual  projects.  Clearly 
these  interact  to  a  considerable  degree. 
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For  the  final  report,  the  impact  of  these  factors  on  the  projects 
in  their  mature  state  will  be  described  and  examined  in  conjunction  with 
channeling's  outcomes,  to  provide  a  more  definitive  statement  of  the 
factors  affecting  successful  implementation  and  operation  of  a  community 
service  program  like  channeling. 
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APPENDIX  A: 

DETAILED  SOURCES  OF  ELIGIBLE  REFERRALS  BY  SITE  AND  MODEL 
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TABLE  A.1 

DETAILED  SOURCES  OF  ELIGIBLE  REFERRALS: 
BASIC  CASE  MANAGEMENT  SITES 


Basic  Case  Management 

All 

Status 

KY 

ML 

MD 

N3 

TX 

Total 

Sites 

Channeling  Outreach 

2.2 

0.3 

0.3 

0.5 

0.0 

0.5 

0.8 

Acute/Rehab  Hospital . 

4.9 

12.3 

26.9 

24.6 

17.8 

19.0 

21 .4 

Nursing  Home  Discharge 

1 .6 

9.1 

2.5 

0.0 

1.3 

2.7 

2.0 

Nursing  Home  Screen 

0.0 

0.3 

0.0 

0.0 

0.0 

0.1 

0.6 

Nursing  Home  Waiting  List 

2.7 

0.6 

0.0 

0.0 

0.3 

0.5 

0.3 

Physician 

2.7 

0.0 

0.5 

1.5 

0.5 

0.9 

0.7 

Home  Health  Agency 

1 1 .5 

1 1 .3 

17.0 

2.5 

8.4 

9.8 

15.2 

Homemaking  Service 

0.0 

0.3 

0.3 

1.0 

4.7 

1.5 

1.1 

Home-Delivered  Meals 

0.0 

0.0 

1.6 

0.0 

0.5 

0.5 

0.3 

Senior  Center 

17.6 

0.0 

1.1 

0.5 

1.6 

2.7 

6.4 

Psychiatric  Facility 

0.0 

0.3 

0.0 

0.2 

0.5 

0.2 

0.4 

Counseling  Service 

0.0 

0.0 

0.0 

0.5 

0.0 

0.1 

0.3 

Information  and  Referral 

0.0 

23.6 

0.5 

1.7 

4.7 

6.1 

4.0 

Legal  Advocacy 

0.0 

0.0 

0.8 

1.0 

0.0 

0.4 

0.3 

Public  Welfare 

3.3 

0.3 

4.7 

0.0 

20.7 

6.3 

4.9 

Medicaid 

0.0 

0.3 

0.3 

1.0 

0.0 

0.4 

0.3 

Casework/Management 

14.3 

0.0 

1.9 

14.1 

0.0 

5.5 

5.5 

Adult  Day  Care 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.3 

Family  Member 

13.7 

25.6 

23.1 

43.2 

21.0 

27.0 

22.5 

Friend  or  Neighbor 

4.9 

2.6 

4.1 

2.5 

3.9 

3.5 

2.4 

Self 

0.5 

2.6 

2.5 

3.2 

6.6 

3.4 

3. 1 

Other^ 

19.8 

10-^ 

11.8 

2.0 

7.3 

9.0 

7.6 

Total^/ 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

(Sample  Size)-/ 

(182) 

(309) 

(364) 

(403) 

(381) 

(1639) 

(3009) 

—  As  discussed  in  Chapter  V,  referral  sources  were  coded  as  "other"  when  none  of  the 
above  categories  listed  on  the  instrument  applied  (e.g.,  medical  equipment  supplier,  clergy)  or 
when  there  were  definitional  problems,  particuarly  with  multiple  service  providers  like  a 
comprehensive  home  care  agency  that  could  fit  in  more  than  one  category. 

—/percentages  may  not  add  to  exactly  100  due  to  rounding. 

—/sample  sizes  are  in  parentheses;  26  of  the  full  sample  of  3035  screens  are  missing  the 
referral  source  information. 
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TABLE  A. 2 
DETAILED  SOURCES  OF  REFERRALS: 
FINANCIAL  CONTROL  SITES 


Financial  Control  All 


Status 

FL 

MA 

NY 

OH 

PA 

Total 

Site; 

Channeling  Outreach 

0.6 

3.4 

0.0 

0.0 

1.2 

1.2 

0.8 

Acute/Rehab  Hospital 

17.5 

21.3 

32.3 

26.8 

27.6 

24.2 

21.4 

Nursing  Home  Discharge 

1 .5 

1.8 

0.6 

0.9 

0.0 

1.0 

2.0 

Nursing  Home  Screen 

4.0 

1.2 

0.0 

0.0 

0.0 

1.2 

0.6 

Nursing  Home  Waiting  List 

0.3 

0.0 

0.0 

0.0 

0.0 

0.1 

0.3 

Physician 

0.9 

0.3 

0.6 

0.0 

0.0 

0.4 

0.7 

Home  Health  Agency 

13.2 

44.8 

6.6 

7.9 

24.5 

21.8 

15.2 

Homemaking  Service 

1.2 

0.0 

0.0 

1.8 

0.0 

0.6 

1.1 

Home-Delivered  Meals 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.3 

Senior  Center 

5.5 

0.0 

2.4 

5.3 

35.7 

10.9 

6.4 

Psychiatric  Facility 

0.9 

0.0 

0.0 

0.0 

0.0 

0.2 

0.2 

Counseling  Service 

1.2 

0.3 

1.2 

0.4 

0.0 

0.6 

0.3 

Information  and  Referral 

0.0 

1.5 

0.6 

5.7 

0.0 

1 .4 

4.0 

Legal  Advocacy. 

0.0 

0.3 

0.6 

0.0 

0.0 

0.1 

0.3 

Public  Welfare 

8.6 

0.3 

7.8 

0.4 

0.0 

3.1 

4.9 

Medica  id 

0.0 

0.0 

2.4 

0.0 

0.0 

0.3 

0.3 

v,a  ocnUrK/  ndf tay  cillc  1 1 L 

1 .2 

10  7 

1 .2 

1fi  1 

3  i 

s  u 

j.j 

Adult  Day  Care 

0.0 

3.0 

0.0 

0.0 

0.0 

0.7 

0.3 

Family  Member 

25.5 

8.2 

36.5 

28.1 

0.0 

17.2 

22.5 

Friend  or  Neighbor 

0.9 

0.9 

1.2 

3.1 

0.0 

1.1 

2.4 

Self 

7.7 

0.3 

4.2 

1.3 

0.0 

2.6 

3.1 

Other^ 

8.9 

1.5 

1.8 

8.3 

7.8 

5.9 

7.6 

Total^ 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

(Sample  Size)— ^ 

(325) 

(328) 

(167) 

(228) 

(322) 

(1370) 

(3009) 

— ^As  discussed  in  Chapter  V,  referral  sources  were  coded  as  "other"  when  none  of  the 
above  categories  listed  on  the  instrument  applied  (e.g.,  medical  equipment  supplier,  clergy)  or 
when  there  were  definitional  problems,  particularly  with  multiple  service  providers  like  a 
comprehensive  home  care  agency  that  could  fit  in  more  than  one  category. 

—^Percentages  may  not  add  to  exactly  100  due  to  rounding. 

—^Sample  sizes  are  in  parentheses;  26  of  the  full  sample  of  3035  screens  are  missing 
the  referral  source  information. 
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